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ABSTRACT 

The Comprehensive Child Development Program (CCDP) , 
enacted by Congress in 1988, provides intensive, comprehensive, 
integrated, and continuous support to preschool children from 
low-income families to enhance their intellectual, social, and 
physical development* It also provides needed services to parents and 
household family members to enhance their social and economic 
self-sufficiency* This interim report, covering the period from 
September 1989 through March 1993, reports on the progress of 34 
program demonstration grantees serving 3,300 families* In Part 1, 
Chapter 1 describes the history, start-up activities, components, 
policy questions, feasibility analysis, process evaluation, and 
impact evaluation of the CCDP program* Chapter 2 describes the CCDP 
families projects included in the report* Chapters in Part 2 of the 
report analyze the feasibility (development and structure) and 
process evaluation (issues of individual and family goal attainment) 
of CCDP. Chapter 3 gives the conceptual framework and evaluation 
methods. Chapters 4 through 8 provide evaluation results, covering 
project life cycles, attrition, family satisfaction, use, goal 
attainment, community effects, and cost contain a sample case 
management goal and action plan, CCDP management information system 
codes children, parents, and families. Chapter 9 presents the 
conceptual framework and study methods. Results of parent and family 
outcomes are given in Chapter 10, and results of child outcome are 
given in Chapter 11. Chapter 12 summarizes the philosophy of CCDP and 
contains summaries of the feasibility analyses and evaluations. 
Overall, the report concludes that the CCDP projects — although not 
easy to implement — are viable and are helping families take positive s 
steps to achieve their goals. Most chapters in the report include 
references. Three appendices contain a sample case management goal 
and action plan, CCDP management information system codes for 
recording different types of services, and a description of the 
impact evaluation sample. A separately-publ i shed 15-page "Executive 
Summary 11 has been appended. (TM) 
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The Honorable Edward M. Kennedy 
Chairman, Committee on Labor 

and Human Resources 
United States Senate 
Washington, D.c. 20510 

Dear Mr. Chairman: 

Section 670N [42 U.S.C. 9881] (f) of the Comprehensive child 
Development Centers Act, as amended, requires that the Secretary 
of the Department of Health and Human Services submit a report to 
the Congress concerning the results of the evaluation of the 
projects funded under the Act in order to determine their 
effectiveness in achieving stated goals, their impact on related 
programs, and their structure and mechanisms for the delivery of 
services . 

The Comprehensive Child Development Program (CCDP) , authorized 
under the Act, is required to provide intensive, comprehensive, 
integrated and continuous support services to children from low- 
income families from birth until entrance into elementary school 
to enhance their intellectual, social and physical development; 
and to provide needed support services to parents and other 
household family members to enhance their social and economic 
self-sufficiency. 

Enclosed is the mandated report, delivered as an interim report, 
with the final report being scheduled for delivery to the 
Congress in March 1996. This extension is needed to allow 
currently enrolled families to receive the required five years of 
services and thus enable the Department to provide a sound 
assessment of the complete impact of the CCDP on the lives of 
these families and their children. The interim report covers the 
period from September 1989 through March 1993, which includes the 
start-up year and two-and-one-half years of service delivery to 
families. 

I am pleased to submit the Interim Report to Congress: 
Comprehensive Child Development Program — A National Family 
Support Demonrtration. 
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The < Honorable William D. Ford 
. Chairman, Committe "on Education 
and Labor 
House of Representatives 
Washington, D.C. 20515 

Dear Mr. Chairman: 

Section 670N [42 U.S.C. 9881] (f) of the Comprehensive Child 
Development Centers Act, as amended, requires that the Secretary 
of the Department of Health and Human Services submit a report to 
the congress concerning the results of the evaluation of the 
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Comprehensive child Develooment Program ~ A National Family 
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The Comprehensive Child Development Act of 1988 was enacted because 
Congress recognized that low-income families are becoming increasingly 
vulnerable in today's society and that human services need to reach these 
families early enough to be effective. These services must be sufficiently 
comprehensive and sustained over an adequate period of time to make real 
and meaningful differences in family members' lives. If delivery of these 
services is not sufficiently comprehensive and intensive, low-income familie s 
can and often do feel that they are alone and without adequate supports to 
contend with increasing pressures and demands* 

Human services systems for these families have been criticized historically 
as categorical, fragmented, and even somewhat disorganized. The focus of 
these systems has been on achieving singular objectives and serving the 
needs of some, but not all, family members. Furthermore, the existing 
public welfare system has been overburdened by severe staff shortages, 
inadequate resources, and little or no interagency coordination or service 
integration, making it difficult for family members to access the services 
that are available. The need to examine an alternative approach to 
traditional human services delivery has never been more apparent or 
timely. The Comprehensive Child Development Program (CCDP) has been 
identified as such an alternative approach. 

Conceptually, CCDP embodies the values and ideals of the family support 
community. Specifically, CCDP does the following: 

• Involves the whole family and the whole community in program 
planning and implementation; 

• Establishes a system of networks characterized by peer and staff 
support; 

• Focuses on optimizing child growth and preparing children for later 
school experiences; 

• Prepares parents as significant change agents in their children's 
development and in their own development; 

• Serves as a catalyst for connecting various community an d public 
programs and agencies that deliver specific services; 

• Builds upon each family's strengths rather than serving only as a 
remedy for weaknesses; 



21 



xvll 



CCDP — A National Family Support Demonstration: Interim Report to Congress 



• Intervenes early in the life of a chil d and family and provides con tinual 
supports over a sustained period of time; and 

• Assists families in meeting goals by working with them to establish 
relevant and viable paths and a roadmap for progressing along these 
paths. 

At the heart of CCDP is the goal to empower families and family members 
to better cope with the stresses and anxieties of their daily lives and to 
achieve goals that are meaningful to them. As Dr. Sharon Lynn Kagan 
suggests, "We should seek to empower the family as its own unit— making it 
responsive to its own functionings, as well as to the larger community in 
which they live and exist.* 

Dr. Kagan would be the first to admit that this goal is not easily attainable. 
High mobility, large bureaucracies, and poor access are just some of the 
factors that make it difficult for low-income families to develop the intricate 
community linkages that are essential for mutual support and subsequent 
growth. 

What magic does CCDP possess to turn all of this around? 

First, CCDP is foremost a family-focused program. Its premise is that 
families can be empowered to make a real difference in their lives when 
they set goals which are meaningful to them and which they believe can be 
achieved. CCDP provides them with the skills and opportunities to enhance 
and reinforce this belief. 

Second, CCDP capitalizes on available opportumties for support and 
assistance that already exist in communities. The program pulls together 
and coordinates relevant community and public resources in a manner 
designed to enhance the availability and quality of these resources. 

Third, CCDP encourages and facilitates the participation of a broader base 
of resources than is typical of fi^fltfag human services syste ms . These 
resources provide accurate, realistic, and user-fnendly information, 
guidance, encouragement, and emotional support to family to fa ci litate a 
greater utilization of needed services. 

Finally, and more specifically, CCDP provides greater access to services 
through improved transportation systems; a case management approach for 
effectively brokering services between families and service agencies; a child 
development and parent education and training component for ^ntianriTig 
the individual and joint growth of children and parents; and a local advisory 
board consisting of parents, service providers, representatives of business 
enterprises, and com^Tity leaders who work together as part of a 
coordinated network for the empowerment of families. 
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When Congress wrote the Comprehensive Child Development Act, it crafted 
a demonstration to determine CCDFs feasibility and cost-effectiveness. 
Congressional intent was for the Department of Health and Human 
Services to establish an empirical support base for recommending further 
legislation. 

To create a program that encourages both innovation and relevancy in 
response to the needs of its constituency, the Administration on Children, 
Youth and Families (ACYF) designed CCDP with the underlying 
assumption that no single family-support or community-support model can 
be considered the best. ACYF program designers felt that model 
effectiveness probably would vary among different communities, family 
structures, and cultures. Consequently, ACYF did not prescribe specific 
service delivery models and, instead, allowed each project to develop its own 
models. 

Nevertheless, CCDFs 24 grantees are bound together by a set of similar 
goals. Although differing in terms of the intensity, frequency, and duration 
of services and service delivery systems, all projects share the requirements 
to provide or guarantee the provision of the same set of core services for 
families. Furthermore, although differing in terms of the philosophy and 
strategy used to enhance the intellectual, social, emotional, and physical 
development of children, all projects share a common goal for children to 
reach their optimum growth potential. Lastly, although differing in terms 
of the characteristics of their parent involvement initiative, all projects 
share multiple goals for parents to become more effective educators of their 
children, to move toward economic and social self-sufficiency, to reduce or 
eliminate parent dependency on drugs, and to promote the healthy birth 
and care of their infants. 

The CCDP demonstration affords a wonderful opportunity to examine how 
best to strengthen and empower families. This report will provide readers 
with an excellent understanding of the progress that CCDP projects have 
made toward accomplishing goaL 
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Chapter 1. INTRODUCTION AND BACKGROUND 



The Comprehensive Child Development Act (Public Law [P.L.] 100-297) was 
enacted by Congress in 1988, The legislative goals of the act include 
(1) preventing educational failure by addressing the psychological, medical, 
institutional, and social needs of infants and young children; (2) decreasing 
the likelihood that young children will be caught in the cycle of poverty; and 
(3) promoting educational achievement (Congress, 1987). Specifically, the 
program is required to provide intensive, comprehensive, integrated, and 
continuous support services to children from low-income families from birth 
until entrance into elementary school to enhance their intellectual, social, 
and physical development and (2) to provide needed support services to 
parents and other household family members to enhance their economic and 
social self-sufficiency. The underlying philosophy of the act is that children 
are an integral part of the larger family unit, and interventions that serve 
all family members increase effective and productive family functioning and 
contribute substantially toward children achieving their full potential. 
Further, the act is based on the belief that (1) interventions with children 
and parents must occur soon after the birth of the child and (2) the family 
unit must be served in a comprehensive and integrated manner if the cycle 
of poverty in which these families are entrenched is to be broken. 

P.L. 100-297 also mandated that programs funded under the act must 
collect data on the groups of individuals and geographic areas served; the 
data include the types of services to be provided, the estimated costs of 
providing comprehensive services on an average per user basis, the types 
and nature of conditions and needs identified and met, and other 
information as may be required periodically by the Secretary of the 
Department of Health and Human Services (DHHS). 

A total of 24 Comprehensive Child Development Program (CCDP) grantees 
were funded by DHHS between 1989 and 1990 1 to serve more than 2,500 
families. The first 3V& years of operation have been challenging and e xciting 
and have revealed useful information and insights about innovative 
approaches to providing comprehensive, integrated family support services. 

During the first year of funding, the projects engaged in startup activities, 
including (1) hiring and training of staff members, (2) locating and 
renovating facilities, (3) developing and refining intervention approaches 
and models, (4) forming advisory boards, (5) negotiating interagency 
agreements for services, and (6) recruiting families. Families were enrolled 
in CCDP toward the end of the first year and during the beginning of the 



l An additional 10 CCDP grantees were funded between 1992 said 1993. 
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second year. The second and third years of the program have involved 
providing comprehensive services to families, including assessing their 
needs, providing ongoing goal planning, and delivering services to enable 
(1) children to grow in developmental^ appropriate ways and (2) famili es to 
work toward attaining their goals and eventual self-sufficiency. The second 
and tiurd years of the program also have entailed monitoring and providing 
technical assistance to ensure that every project provides all families with 
the range of comprehensive services that Congress intended under set 

The legislation required that DHHS conduct assessments to determine 
whether the goals of CCDP were met and to report these results to 
Congress in October 1993. Because families will not finish receiving their 
required 5 years of services until September 1995, DHHS has requested 
that toe final and more definitive report be delayed until March 1996. 

The current report is being delivered as an interim report It provides 
descriptive and analytic information— for the period of September 1989 
through March 1993 (covering the startup year and 2^ years of service to 
femikes)-for21 of the 24 original CCDP grantees. 8 The report provides a 
historical review of the development and background of CCDP; describes the 

addressed by CCDP; furnishes descriptions of the characteristics of families 
and projects; and provides preliminary findings on (1) attrition and family 
satisfaction and services utilization, (2) family and individual needs and 

(S^S^^S^ 0C SK B on *• (4) CCDP cost*, and 

(o) {jLiUirB impact on children and parents. 

HISTORY OF CCDP 

CCDP is an innovative effort enacted by congress and administered by the 
Administration on Children, Youth and Families (ACYP). The program's 
design is based on numerous research studies and previous program efforts 
nn™ 7 mterve ? taon for <^dren and families. The legislation that enacted 
OCDP reflects the successful components of these previous efforts, which 
have been combined to constitute a program that is responsive to families 
who have multiple social, economic, physical, and educational problems 
which can hinder their development and prevent them from achieving the 
full benefits of such interventions (CSR, 1991). The early intervention 
programs that resulted in the design of CCDP and its components are 
described below. 



dffltoSTS 1 ™"? 1 f ?T ° D ° tihe 24 proJecta - Two of *• P~i«*» were excluded because of 
oofficult.es in meeting the requirements of the research design and a third project was excluded because 
insufficient resources were available for evaluation purposes. oecauae 
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Early Intervention Programs That Led to the Development of CCDP 

A number of related early intervention programs for children and families 
in this country have been funded and conducted under the auspices of the 
Federal Government, first through the Office of Child Development and 
later through ACYF and private foundations. The largest and most 
renowned of these early intervention programs is Project Head Start, which 
began in 1965 as part of the "War on Poverty* and has been a progenitor of 
numerous demonstration and experimental programs. Head Start serves 3- 
to 5-year-old children from low-income families and their parents. Head 
Start is a comprehensive program intended to foster parental involvement 
and address all aspects of children's lives, including their physical and 
emotional health and social and intellectual development. Many child 
development experts recognized, however, that intervention should begin 
earlier than age 3 in a child's life because deterioration of cognitive and 
emotional functioning can begin in the first few months of an infant's life 
(Greenspan, 1981). 

In an effort to respond to these concerns, the Head Start program was 
expanded in 1967 to include comprehensive, early intervention programs 
called Parent-Child Centers (PCCs) for children from birth to 3 years of 
age. PCCs were intended to enhance the development of children and 
strengthen parents as the primary educators of their children by providing 
low-income families with social services and health and educational 
assistance. The PCCs design includes providing educational services to 
children 2 or 3 days a week either through center-based programs, home- 
visiting services, or a combination of both. 

From 1973 through 1978 the Head Start Bureau funded the Child and 
Family Resource Program (CFRP). This demonstration project provided 
services to low-income families with children from the prenatal stage to 8 
years. As one of the Nation's first family support programs, CFRP operated 
with the underlying philosophy that children cannot develop optimally in 
the presence of serious unresolved problems; therefore, the entire family 
was enrolled in the program. This family-oriented child development 
program provided continuity through the child's early years by offering the 
following three components: (1) an infant-toddler component (prenatal 
through age 3), (2) Head Start (ages 3 through 5), and (3) a preschool 
linkage component for children making the transition from preschool to 
elementary school. CFRP emphasized comprehensive assessments, 
individualized planning, and reassessment for identifying families' needs 
and providing services to meet those needs. Services provided include 
health care, nutrition, early education, assistance with housing and 
employment, marriage counseling, treatment for alcoholism, and other 
family supports. A key component of CFRP was the home visitor or family 
advocate, who brokered for the family in obtaining various community 
services. Although the program was eventually terminated, CFRP 
influenced the development of many other family support programs, 
including CCDP (Zigler and Muenchow, 1992). 
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Another program that influenced the development of CCDP is the Center for 
Successful Child Development (CSCD), also known as the Beethoven 
Project. This project began in 1986 under funding from the Harris 
Foundation. CSCD, located in the Robert Taylor Homes housing project in 
Chicago, represents a model for community-based prevention and early 
intervention services. The main goals of CSCD are to promote the healthy 
growth and development of children prenatally through age 5 and to 
prepare them for achievement in public schools. CSCD relies on two basic 
strategies for achieving these goals: (1) gaining the early and continued 
participation of the community in the planning and delivery of services and 
(2) using a family-centered rather than child-ceixtered approach. 

The programs described above have generated numerous research and 
evaluative efforts that have assessed the effectiveness of early intervention 
programs. The literature suggests that these intervention programs are a 
viable means of promoting child development, fostering parenting skills, and 
enhancing family self-sufficiency. In addition, the research indicates that 
intervention efforts for low-income children and their families have the 
greatest effects if programs accomplish the following: 

• Begin at or before birth and continue until entrance into school; 

• Provide intensive and comprehensive services; 

• Address all developing domains of the child, including intellectual, 
social, emotional, and physical development; 

• Include all family members as program participants; 

• Remain firmly grounded in the community in both the planning and 
implementation stages; 

• Coordinate delivery of services with agencies and institutions already 
serving the community; 

• Utilize state-of-the-art delivery strategies and curricula; and 

• Have strong transition procedures from the intervention program to the 
public schools. 

All of these components are incorporated into CCDP. 
Establishment of CCDP 

On July 22, 1987, the Committee on Labor and Human Resources brought 
before the full Senate a bill that amended the Head Start Act by providing 
for the establishment of no more than 25 comprehensive child development 
centers that would provide intensive and comprehensive services to children 
and families living in poverty. The bill was sponsored by Senator Edward 
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Kennedy, Chairman of the Committee, and was cosponsored by Senators 
Brock Adams, Jeff Bingaman, Christopher Dodd, Tom Harken, Spark 
Matsunaga, Howard Metzenbaum, Barbara Mikulski, Claiborne Pell, Paul 
Simon, Robert Stafford, and Lowell Weicker. The bill was approved 
unanimously by the full Senate and was signed into law as the 
Comprehensive Child Development Act of 1988 (Part E of P.L. 100-297) on 
April 28, 1988. This act was authorized for 5 years from Fiscal Year (FY) 
1989 to FY 1993 at an annual authorization level of $25 million. The 
Human Services Reauthorization of 1990 extended CCDP to FY 1994 and 
increased the annual authorization level to $50 million. 9 

The act provided for the establishment of 10 to 25 CCDP projects. 
According to the law, a wide range of agencies were eligible to implement a 
CCDP project, including the following: (1) Head Start agencies or those 
eligible to be designated as such, (2) community-based organizations, 
(3) institutions of higher education, (4) public hospitals, (5) c ommunit y 
development corporations, or v6) any public or private nonprofit agency or 
organization specializing in the delivery of social services to infants and 
young children. A Federal Register announcement was issued on 
December 29, 1988, to call for proposals to establish the CCDP projects. 
The announcement provided application procedures and specified program 
requirements in greater detail, including the core services to be delivered to 
families. The act also made funds available for up to 20 planning grants to 
assist new, small, or economically disadvantaged agencies in applying for 
the 5-year operating grants. DHHS issued 30 planning grants for a 3- 
month period and subsequently received 211 applications for operational 
grant funds to establish CCDP projects. After a highly competitive 
assessment process to identify those agencies with the greatest potential for 
working with community groups in delivering services to young children and 
their families, 22 agencies were funded in September 1989, and 2 additional 
agencies were funded in April 1990. The 24 CCDP projects which were 
funded are listed in Exhibit 1-1 following the next page. 

The first year following initial funding was designated as a startup period 
for the program, during which grantees were to accomplish the following: 
(1) hire and train all project staff, (2) obtain facilities, (3) familiarize the 
community with the goals and purposes of CCDP, (4) negotiate interagency 
agreements to provide contractual services, (5) recruit all families, and 
(6) begin to deliver services. In actuality, some projects that were not fully 
implemented by September 1990 extended the startup period beyond 1 year. 

By the middle of 1991, all 21 projects reported on herein were implemented 
and operational, providing the full range of core services to CCDP family 
members. Although the act does not define a particular service delivery 



•Congress increaaed the current appropriation levol to $44.4 million beginning in FY 1992 and $46.8 
million beginning in FY 1993 with the request that additional grantees be funded. Ten new CCDP grantees 
(Cohort II) were, in fact, funded in FY 1992 and FY 1993. 
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system to which grantees must adhere, it does mandate that certain core 
services he provided at a minimum specified level. This is mandated in 
order to enhance both the intellectual, physical, and emotional development 
of children and the family's economic and social self-sufficiency. All contacts 
and services, whether provided by CCDP or another agency, must be 
recorded and entered into the management information system (MIS) 
developed specifically for CCDP. By October 1991, the MIS was fully 
implemented at all projects. 

Components of CCDP 

The co-e services for children and adult family members embodied in the 
act and further clarified in the December 29, 1988, Federal Register 
announcement and subsequent ACYF administrative program instructions 
and notices are described below. 

Early Childhood Education/Early Intervention/Child Caw 

This component embodies the following services and related standards: 

• Developmental screenings and ongoing assessments must be completed 
for all children in the program family who are under compulsory school 
age. 

• An individualized development plan must be written for all children 
under school age in the family, based on the findings of the screenings 
and assessments. 

• Children who are identified as being at risk or developmentally delayed 
must have timely access to an early intervention program 

• An appropriate developmental curriculum/curricula must be identified by 
each program. Staff members who implement the curriculum must be 
trained adequately. 

• An appropriate child development experience must be provided for each 
CCDP family member under school age. If these experiences are center 
based, they must be provided at least 3 days per week and meet the 
Head Start Performance Standards. If these experiences are home 
based, they must be provided at least 1 day per week Home-based 
interventions must focus on the primary caregiver as the primary " 
educator of the child. 

• Child care must be available and accessible to any parent requesting it 
when the primary caregiver is in training or employed. 

• Child care centers, family day care homes, and child development 
centers must meet State licensing standards or certification. If the 
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The 24 CCDP Cohort 1 Projects Funded by DHHS 



Protect AFRIC 

II UJwWl r»l 1 II V 

i Dimock Community Health Center 
1 Roxbury, MA 


Tennessee CAREs 

Bureau of Educational Research and Services 
Tennessee State University 
Nashville, TN 


| Windham County Family Support Program 

Brattleboro Town School District 
| Brattleboro, VT 


Project Focus 

Grand Rapids Child Guidance Clinic 
Grand Rapids, Ml 


Project CHANCE 
Project Teen Aid 
Brooklyn, NY 


West CAP Full Circle Project 

Western Wisconsin Community Action Agency 

Glenwood City, Wl 


I Parent-Child Resource Center 

II | QIDIIi VllllU 1 IWuvUI wW 

Edward C. Mazlque Parent Child Center 
II Washington, DC 


Project Family 

Arkansas Children's Hospital 
College Station, AR 


I Famih/ Start 

II roil in j wimii 

Friends of the Family, Inc. 
Baltimore, MD 


Families Partnership CCDP 
City of Albuquerque 
Albuquerque, NM 


j| Family Foundations 

11 Community Human Services 

II V/Wl 1 III KJI Mlj • • Wl 1 IMI 1 WWiV»*^»W 

University of Pittsburgh 
Pittsburgh. PA 


Primero Los Ninos 
La Clinica de Familia 

Las Cruces, NM | 


Toddlers, infants, Preschoolers, and Parents 
IS Dartfi conntv Communttv Action Aoency 

11 ^fl^y VwUillJ WVIIHIMIHIJ » » r *Jp w 0 

|| Miami, FL 


Avance CCDP 
Avance, Inc. 

San Antonio, TX 1 


|| Operation Family 

1 Communltv Action Council of Lexington-Fayette, 
Bourbon, and Nicholas Counties 
Lexington, KY 


ShareCare Program | 
Day Care Association of p ort Worth and | 
Tarrant County | 
Ft. Worth, TX 


II Comorehens'rve Child Development Program 

Mid-iowa Community Action 
1 Marshalltown, IA 


Community-Family Partnership Project 
Center for Persons With Disabilities 
Utah State University 
Lo&an, UT 


Project EAGLE 

University of Kansas Medical Center 
Kansas City, KS 


Conocimiento | 
Southwest Human Development, Inc. 
Phoenix, AZ 


Family Futures 

Clayton Foundation and Mile High Child Care 
Denver, CO 


ENRICH | 
Venice Family Clinic 
Venice, CA 


Little Hoop CCDP 

Little Hoop Community College 

Fori Totien, ND 


Families First 

Children's Home Society of Washington 
Auburn, WA 
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center is providing the early childhood educational experience as well, 
the center also must meet relevant Head Start Performance Standards, 
including the following: 

— Baselines for adult-child ratios or group size; 

— Daily and weekly schedules; 

— Developmental^ appropriate toys, equipment, and curricula; 

— Culturally relevant materials and staff; 

— Training for staff on utilizing a developmentally appropriate 
curriculum; and 

— A documented mechanism to ensure that activities in center-based 
care or family day care homes will interface with developmental 
activities provided at home. 

Health 

Core health services for children and adults are listed below: 
Children 

• Health screenings and a comprehensive health assessment for children 
must be completed. 

• Immunizations which are appropriate for each child's age must be 
available, brokered, and monitored, 

• Well-baby/child health care must be available, brokered, and monitored 

• Acute health care must be provided when needed. 

• Mental health care must be provided when needed. 
Adults 

• Prenatal and postpartum care must be available, brokered, and 
monitored. 

• Routine and acute health care must be provided as needed. 

• Therapeutic mental health care must be provided as needed. 

• Preventive mental health care must be provided. 
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• Substance abuse education and treatment must be provided when 
needed and monitored. 

• Special Supplemental Food Program for Women, Infants and Children 
eligibility and/or other nutritious food sources must be available, 
brokered, and monitored. ' 

Parent/Adult Education and Training 

This component embodies the following services and related standards: 

• Training must be provided to primary caregivers in parenting skills 
health care, nutrition, and life skills/functioning (e.g., budgeting) This 
training may be provided through CCDP center-based or home visitor 
training or through a contracting/interagency agreement if the training 
is accessible to parents, and procedures have been established to monitor 
the training. 

• Adult Hteracy education, vocational training, employment counseling, job 
training/placement, and furthering educational achievement must be 
available to all program families requesting these services. Services 
arranged through contracting agencies must be accessible and provided 
in a timely manner. 

• Linkages with major employers or agencies for findings jobs for family 
members are to be established. 

Male Involvement 

This component includes the following: 

• Specific efforts to increase male participation and/or involvement in the 
program are to be made. 

Case Management 

This component, a cornerstone of CCDP, includes the following: 

• Agency staff and participants must complete a family needs and goals 
assessment for each family every 6 months. 

• Agency staff and participants must complete a family service plan for 
each family member every 3 months. Services should be related closely 
to the assessed needs and goals. 

• All families must receive at least a weekly case management home visit 

• Case managers must broker (and not merely refer) services for families , 
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• Families must receive assistance with social services, including housing 
and income support* 

Administration 

Successful implementation of this component includes meeting the following 
requirements: 

• Program and comparison groups must he selected randomly. 

• Written interagency agreements must exist with all relevant agencies. 

• Adequate transportation must be provided to all family members to 
ensure access to core services* 

• The level of core services provided must be consistent with established 
developmental, health, and nutritional practices for children and Head 
Start Performance Standards (45 CFR Subchapter B, Part 1304, 
Subparts B, C, D, and E, excluding Appendixes A and BX 

• Each program must have an advisory board that meets at least 
quarterly (committees should meet more frequently) with 
representatives from program parents, agencies, community and public 
leaders, experts representing the services the project provides, and local 
employers or businesses* 

The act did not intend for grantees to provide many of these services 
directly — unless they are unavailable or of an unacceptable quality in the 
community— but rather it encourages coordination with and utilization of 
existing community services in order to make these services work better for 
families. Projects are expected to secure written, signed interagency 
agreements describing the services to be provided by cooperating agencies. 

Overall, the objectives of CCDP require that local projects organize the 
range of extant human services in the community to benefit program 
families, as well as develop those services that the project must provide 
itself if they do not exist ra the community* Each project is to build 
collaborative relationships with other community and public service 
agencies to fo^m an integrated service system for program families* The 
types of interagency arrangements and agreements made by local projects 
are discussed later in this report 



CCDP POLICY QUESTIONS 

A list of the mqjor policy questions addressed in the CCDP demonstrations 
is presented in Exhibit 1-2 following the next page. Many of these 
questions are addressed in this report, and all others will be covered in the 
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final report. Because CCDP was designed as a 5-year service program, 
answers to questions provided at this time only reference snort-term 
outcomes and must be considered tentative with regard to implications for 
longer term outcomes. Clearly, any answers given now must be validated 
after the projects have had the opportunity to complete all 5 years. 

In order to address these policy questions, the act requires that an 
evaluation be conducted and a report be submitted to Congress by the 
Secretary of DHHS on the effects of CCDP accompanied with 
recommendations for future program implementation. ACYF selected third- 
party contractors to assist in the management and evaluation of CCDP. 
CCDFs technical assistance and the feasibility analysis and process 
evaluation were separated from the impact evaluation to ensure the 
integrity of both program evaluation components. Hence, two Request for 
Proposals were issued by ACYF— one to conduct the feasibility analysis and 
process evaluation and to provide management support for the program and 
the other to conduct the impact evaluation of CCDFs effects on children and 
families, ACYF competitively selected CSR, Incorporated, and its 
subcontractor, Information Technology International, as the management 
support and feasibility/process evaluation contractor and Abt Associates 
Inc., as the impact evaluation contractor. 

FEASIBILITY ANALYSIS AND PROCESS EVALUATION 

The feasibility analysis and process evaluation addresses two broad areas 
regarding the implementation of CCDP. The first area focuses on issues in 
the development and structure of CCDP projects that relate to feasibility. 
These issues include startup, development, community resources and 
support, family characteristics, the grantee agency, organization of service 
delivery developed through interagency linkages, the costs of service 
delivery, and program adaptation over the duration of the project. The 
second area focuses on issues that ...elate to attaining of individual and 
family goals, including family utilization patterns, service content, 
availability of services, the organization of CCDP projects, family attrition, 
the import of CCDP on the community, and service integration. Although 
issues a feasibility and goal attainment are related, they require separate 
analyses in the evaluation. The conceptual framework for the feasibility 
analysis and process evaluation is presented in Part II, Chapter d of this 
report. ' 

The primary sources of data for the feasibility analysis and process 
evaluation are the automated MIS, cost and budget data, ethnographer 
reports, information from site visits, and quarterly progress repc rts (each is 
discussed in Part II, Chapter 3). Site visits provide crucial information on 
the status of program implementation at annual intervals. Each project has 
hired a site ethnographer who provides a detailed case study of the project 
three times a year (based on ACYF guidance), which describes features in 
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Exhibit 1-2 
CCDP Policy and Study Questions 



1 . Are the families enrolled in CCDP those who can benefit the most from a 
comprehensive, Integrated program like CCDP? 

2 * gSSJSS^ ,mplemented as p,anned b V *• CCDP legislation and administrative 

— What are the characteristics and quality of CCDP projects? 

" o?&^ What are the mechantems used 

— Is CCDP feasible? How long does it take to successfully implement a CCDP project? 

— How are CCDP project characteristics affected by local community resources and sunnnrt 
the grantee agency, and family characteristics? ^ resources and support. 

~ projSf 6 ^ 08 ° f the Vari0US nation/collaboration arrangements used 



3. What works, and how, when, where, and why does It work? 

~ ZKS nenb ^ Wh3t leve,S of duration and W** are appropriate for 

- Are families satisfied with CCDP? What Is the attrition rate and reasons for attrition? 

- What proximal factors (e.g., availability of other services and supports in the community 

SJSSffi b8B8fc *"* chi,drearin 9) "d distal factors (e.g^sStive S 
constraints) influence program effectiveness? « « «uiu luuuing 

— What is the extent of parent participation, activity, and goaf progress in CCDP? 

— What are the effects of CCDP on parent education, employment, parentin skills 
economic self-sufficiency, life management skills, and psychological and physical status? 
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Exhibit 1-2 (continued) 

4. What Impact does CCDP have on the community? 

— Does CCDP facilitate the creation of social supports where they did not formerly exist and 
strengthen those that existed prior to the implementation of CCDP? 

— Does CCDP have an effect on the characteristics, availability, and quality of local human 
services and local service delivery networks? 

— What are the barriers and facilitators of services integration at both the service delivery 
and systems levels? 

— Is there a diffusion of effects of CCDP in the community (i.e., Did non-CCDP families 
benefit as a result of CCDP implementation?)? 

5. What are the costs of CCDP? 

— What are the average costs per family and per family member? 

— Are certain components of CCDP particularly expensive? 

— Which factors relate to variations in the cost of program implementation and operation 
across sites? 
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the community, the service network, the CCDP project, and families that 
relate to program feasibility and service utilization and goal attainment 



IMPACT EVALUATION 

The impact evaluation is designed to assess multiple areas of CCDFs 
impact on the development of children, parents, and families in an effort to 
determine whether the CCDP has had a positive effect. For this study, the 
effect of CCDP on a group of participating families is defined as the 
difference between an observation taken after participation in the program 
and what would have been observed if the families had not been in the 
program. Since it is difficult to know how the participating families would 
have performed if they had not been part of the program, it is necessary to 
estimate what that performance would have been. Such an estimate is 
called a "no treatment expectation" and is generated best by measuring 
comparison group families that, through random assignment, are 
statistically comparable to the program famines. Postprogram observations 
made on program families then are compared to the no-treatment 
expectation to yield the measure of program effect. 

Further, the impact evaluation is examining mediating factors in order to 
explain variations in CCDP outcomes for different families and different 
projects. Data for the impact evaluation are being gathered through a 
variety of data collection methods, including the MIS, that include measures 
on the quantity and quality of program services received by families and a 
battery of outcome measures on program and comparison children, parents, 
and families (St Pierre, Goodson, and Layzer, 1991). The latter chapters of 
this report provide a preliminary evaluation of program impact for families 
enrolled in CCDP from September 1990 through September 1992. This 
period covers 2 of the 5 years that families received services and includes an 
evaluation of the focus child at age 2. 



DIFFERENCES IN SAMPLES BETWEEN THE FEASIBILITY 
ANALYSIS AND PROCESS EVALUATION AND THE IMPACT 
EVALUATION 

The following is a discussion of the differences between the impact 
evaluation sample and the feasibility analysis and process evaluation 
sample. 

Feasibility Analysis and Process Evaluation Sample 

The sample used for the feasibility and process evaluation is composed 
entirely of program families because the design of the evaluation did not 
include a comparison group. The program families used in the feasibility 
and process evaluation include both originally assigned program families as 
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well as replacement families randomly assigned to take the place of 
terminated program families. In some cases, program families included in 
the present analyses may have been substitutes for replacement famili es 
In other words, if a program family is replaced and that replacement family 
subsequently is terminated, another replacement family is assigned in its 
place. 

The sample used for the feasibility and process evaluations is composed of 
3,300 program famili es and 14,486 individual family members enrolled on or 
before March 31, 1993. The 3,300 program families is substantially more 
than the number of program families in the impact evaluation (N = 2,214) 
because the feasibility analysis and process evaluation sample includes 
replacement families. 

Of tie 3,300 families, 1,197 (36 percent) attrited (this figure includes both 
family- and program-initiated terminations) as of March 31, 1993. The 
2,103 program families that have not attrited are considered "currently 
enrolled* 4 

Impact Evaluation Sample 

The sample of families used for the impact evaluation is composed primarily 
of the original program and comparison families and consequently differs 
trom the sample used in the feasibility analysis and process evaluation. 
Unlike that sample, program families are included even if they terminated 
and had only been enrolled a few days or weeks or months. Replacement 
families were included in the impact evaluation only if they met the 
following criteria: 

• Came from a project that had randomly assigned families to program, 
comparison, or replacement groups. 

• Were randomly selected from the replacement group. 

• Filled vacancies in the program or comparison groups that occurred 
because: 

— The project had difficulty recruiting sufficient numbers of families to 
fill the three groups and was given permission by the ACYF to use 
its replacement pool families as "original program or comparison 
families"; 



Note that although the sample aize of enrolled families it stated here as 2,103, the sample size wfll vary 
somewhat in the presented analyses. This variation in sample size may be due to missing data or to use of 
a unit of analysis other than the family (i.e., the family member). Any departure from a sample r-rze of 
2,103 will be noted. 
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— The project lost families before the families were notified of their 
assignment; or 

— Originally assigned families were determined to be ineligible at the 
time of enrollment because their income was too high or due to the 
aging out or death of the focus child. 

The analyses presented in the impact evaluation draw upon data collected 
through interviews with parents and tests administered to children during 
1992 and early 1993. Both types of data collection were conducted in the 
same session and scheduled to occur as close to each focus child's birthday 
as possible. Child and parent measures were "decoupled" in the analyses to 
allow the impact evaluator to age-link the child outcomes while permitting a 
comparison of families to reflect approximately the same length of tenure in 
CCDP. Therefore, the impact evaluation analyzes data collected when 
CCDP focus children were 2 years of age and when their parents had 
participated in CCDP for up to 2 years. A total of 2,214 program families 
and 2,197 comparison families comprise the impact evaluation sample 



OVERVIEW OF THE REMAINDER OF THE REPORT 

The remainder of Part I (Chapter 2) provides descriptions of the 
characteristics of the CCDP families enrolled as of March 1993 and of the 
characteristics of the 21 CCDP projects included in this report. 

Part II comprises the feasibility analysis and process evaluation findings. 
First, in Chapter 3 the conceptual framework and evaluation methods are 
discussed. The results are then presented for the analysis of projects' 
organizational lifecycles in Chapter 4. In Chapter 5 the results analyses are 
presented for the numbers of and reasons for terminations from CCDP 
(based on both MIS data and ethnographer reports). A summary of the 
ethnographers' analyses of family satisfaction with CCDP also is included in 
Chapter 5. In Chapter 6 the results are presented for the analysis of MIS 
data on family- and individual-level needs and goals, as well as of levels of 
service receipt and utilization and progress toward goal attainment. In 
Chapter 7 the results are presented for the qualitative data analyses of the 
impact of CCDP on various communities. The final chapter in Part II, 
Chapter 7, consists of an analysis of the Federal costs of CCDP. 

Part III comprises the impact evaluation findings. First, in Chapter 9 the 
conceptual framework and study methods for the impact evaluation are 
presented. Then in Chapter 10, results are presented pertaining to parent 
and family outcomes, followed by the results of the child outcome analyses 
in Chapter 11. 

The report summary and conclusion for both the feasibility analysis and the 
process and impact evaluations is presented in Part IV, Chapter 12. 
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The preliminary findings presented in this report reflect some of the 
progress that CCDP projects have made toward strengthening and 
empowering families in the relatively short time during which families have 
been engaged in the program. Therefore, these findings may underestimate 
the full impact that is expected to be realized after families receive the 5 
years of required services. 
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Chapter 2. CHARACTERISTICS OF CCDP FAMILIES 
AND PROJECTS 



This chapter presents the characteristics of the program sample used in the 
feasibility analysis and process evaluation findings. The characteristics of 
the families and individual family members at recruitment are discussed 
first, followed by a detailed description of the characteristics of the 21 
Comprehensive Child Development Program (CCDP) projects covered in this 
report. 



CHARACTERISTICS OF PROGRAM FAMILIES 

This section discusses recruitment eligibility, enrollment tenure, and 
soaodemographic characteristics of the feasibility analysis end process 
evaluation sample. 

Recruitment Eligibility 

In order to test program effectiveness most accurately, CCDP was 
established as a demonstration program incorporating an experimental 
design. Eligible families in each community were recruited and then 
assigned randomly to program, comparison, and replacement groups. 

^?S Were three eligibility criteria for all families initially recruited for 
CCDP. First, each family had to have an annual income below Federal 
poverty guidelines. Since all family members providing primary nurturance 
to the focus child are required to receive CCDP core services, the income of 
all these family members was enterH into the formula used to determine a 
family's eligibility. Second, the family had to have an unborn child or a 
child under 1 year of age designated as the "focus" child for eligibility 
purposes at the time of recruitment (this is the child followed by the impact 
evaluation). Third, the family had to agree to participate in CCDP activities 
for 5 years. 



It was expected that the families' socioeconomic characteristics at 
recruitment, such as income, would change over time as the families 
benefited from CCDP enrollment and moved toward self-sufficiency 
Consistent with the intent of the CCDP legislation, a family is entitled to be 
enrolled in the program even when family income rises above the poverty 
line. Furthermore, families are not required to pay for services even when 
one or both parents are employed This decision was based on the premise 
that employment and self-sufficiency are not necessarily equivalent and that 
requiring a fee for service when families are not self-sufficient would only, 
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in many cases, serve as an economic disincentive for family members to 
continue working* 1 

During the recruitment phase, projects are expected to select families so 
that a proportionate representation of the demographic composition of their 
recruitment areas with respect to ethnicity and percentage of teen parents 
is reflected in every program* Recruited familie s are assigned randomly to 
program (treatment), comparison (control), and replacement groups* Urban 
projects are required to assign at least 120 families to each group, with 
rural projects assigning at least 45 families. 

Enrollment Tenure 

As famili es drop out of the program, their vacancies are filled by randomly 
selected replacement families* Consequently, as of March 31, 1993, CCDP 
families vary considerably with regard to the length of time they have 
received services* As seen in Exhibit 2-1 following this page, currently 
enrolled families have been with CCDP anywhere from 0 to 38 months, with 
the mean enrollment being approximately 25 months* More than 60 percent 
(n = 1,305) of the currently enrolled families have been in the program 
between 28 and 35 months. 

On the other hand, as seen in Exhibit 2-2, the mean enrollment for 
terminated families is approximately 13 months* The length of tenure for 
approximately 50 percent of terminated families is less than 1 year* 

A more complete analysis of attrition is presented in Part II, Chapter 5* 

Soclodemographic Characteristics of the Program Families 

Sociodemographic information, aggregated across the 21 CCDP projects 
included in this report, is presented on all CCDP program families (both 
currently enrolled and terminated) according to the ages of family members, 
residence in urban or rural areas, ethnicity, primary languages used, family 
composition, and family income at enrollment* Also presented is 
information about the primary caregivers' education, marital status, and 
services received 12 months prior to enrollment in CCDP* 

Ages of Family Members 

Exhibit 2-3 presents a breakdown of program family members by age: 44 
percent are under age 5, 15 percent are ages 5 to 14, 9 percent are ages 15 
to 19, 25 percent are ages 20 to 34, and 6 percent are age 35 or older* 



1 The Administration on Children, Youth and Familiea currently is considering the use of a eliding fee 
payment plan baaed on family affordability, 
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Exhibit 2-1 

Length of Tenure in Months for Currently Enrolled Families* 
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Exhibit 2-2 

Length of Tenure in Months for Terminated Families* 
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Exhibit 2-3 
Age of Famiiy Members* 




•Data on the age of family members were missing for 390 individuals (n=14,096). 
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Characteristics of CCDP Families and Projects 



Urban Versus Rural Locality 

^ Exhibit 2-4 following the next page presents the percentages of families that 

live in urban or rural areas. The data indicate that 85 percent of the CCDP 
families reside in urban locations, whereas 15 percent live in rural areas. 
The same percentages were obtained for currently enrolled famili es. 

Other data indicate that 77 percent of rural families have their own sources 

• of transportation, compared to 39 percent of urban families. These findings 

have important implications regarding families' access to services, the 
extent to which CCDP projects must transport families in order for them to 
receive core services, and the costs associated with the provision of 
transportation. 

• Ethnicity of Families 



During the recruitment phase, the ethnicity of families was classified 
according to the following categories: African-American, American Indian, 
Asian, Latino, white, and other. These categories were modified in 

• December 1990, based on Office of Management and Budget (OMB) 

requirements. The revised categories, consistent with OMB requirements 
and utilized by all projects, are as follows: 

• American Indian or Alaska Native; 
^ • Asian or Pacific Islander; 

• Black, not of Hispanic origin; 

• Hispanic; and 

• White, not of Hispanic origin. 

As seen in Exhibit 2-5, the largest ethnic group for the combined sample of 

• currently enrolled families and terminated families is black (45 percent), 

followed by Hispanic (27 percent), white (25 percent), American Indian 
(2 percent), and Asian (1 percent). The ethnicity of currently enrolled 
families is comparable: black (44.8 percent), Hispanic (27.8 percent), white 
(24.6 percent), and other (2.9 percent). 

Twenty projects include a predominant ethnic family group (i.e., 60 percent 
or more of the families are of one ethnic category). For five programs, 90 
percent or more of the famili es are of one ethnicity. Exhibit 2-6 shows that 
10 projects have predominantly black populations, 5 projects have a 
predominantly Hispanic population, and 5 projects have predominantly 

• white populations. Only one project did not have a predominant ethnic 

group. 

Primary Languages Used 

g The primary languages used by CCDP families are classified according to 

the following OMB-approved categories of language: 
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• American Indian (e*g*, Sioux and Cree); 

• Asian (e.g., Korean and Vietnamese); 

• English; 

• Spanish; and 

• Other. 

As seen in Exhibit 2-7 following this page, English is the primary language 
of 84 percent of all families that have ever been enrolled in CCDP, followed 
by Spanish (14 percent), and other (i.e., American Indian, Asian, and other) 
(2 percent)* The percentages for currently enrolled families are comparable 
(i.e., English, 82*9 percent; Spanish, 15*4 percent; Asian, 0*7 percent; 
American Indian, 0*5 percent; and other, 0*5 percent)* At 19 projects, more 
than 50 percent of the families utie English as their primary language* 
Only two projects reported more than 50 percent of the families using 
Spanish as their primary language (57*3 percent at Primero Los NinSs in 
Las Cruces, New Mexico, and 67.3 percent at ENRICH in Venice, 
California)* 

Family Composition 

The CCDP family includes all family members and other adults living in the 
home who provide primary nurturance to the focus child* As of March 1993, 
a total of 14,486 individuals and 3,300 families were enrolled in the 
21 CCDP projects (an average of 4*4 individuals per family)* Exhibit 2-8 - 
describes the composition of CCDP families at recruitment in terms of the 
percentages of focus children, motors, fathers, siblings, "other relatives" of 
focus children (e*g*, grandparent or aunt/uncle), and nonrelatives. 2 The 
data indicate that focus children comprise 22 percent of individual family 
members of current and previous CCDP families, while the percentage for 
mothers is 23 percent; fathers, 9 percent; siblings of the focus child, 
33 percent; grandparents, 4*6 percent; aunts/uncles, 5*3 percent; other 
relatives, 2*6 percent; and nonrelatives, 1 percent* The percentages among 
individuals currently enrolled in CCDP (N = 9,801) are similar* The 
percentage of focus children is 21.5 percent; mothers, 20*6 percent; fathers, 
9*7 percent; siblings of the focus child, 33*6 percent; grandparents, 
4*4 percent; aunts/uncles, 5*3 percent; other relatives, 2*7 percent; and 
nonrelatives, 1*1 percent* 

These data underscore the fact that CCDP is a family support program 
serving many more family and related household members than just the 
mother and focus child* The other siblings and adults who are a part of the 
CCDP family receive a full range of CCDP core and noncore services 
designed to enhance their development and move them closer toward social 
and economic self-sufficiency* 



* The percentages for this analysis are based on 14*277 individuals because information about family 
composition was missing for 209 individuals. 
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Exhibit 2-4 

Percentages of Families Living in Urban or Rural Areas 



Rural 
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Exhibit 2-5 
Ethnicity of CCDP Families 
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64.8% 
62.1% 



77.7% 



67.1% 



PERCENT OF FAMiUES 



Black 



Hispanic □ White 



99.3% 



j 98.6% 

93.5% 



1 Projects were classified according to a predominant ethnic group if 60% or more of the families 
are of one ethnic category. 

s Share Care project is not included here because there was no predominant ethnic group at this 
project, 
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Exhibit 2-8 
Family Composition 
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Characteristics of CCDP Families and Projects 



Family Income at Enrollment 

Among 3,065 families from 21 CCDP sites recruited through March 1993, 
the average annual household income at the time of recruitment was $5,141 
(income data were missing for 235 families). The majority of households 
(71.4 percent) had an annual income of $6,000 or less, 18.7 percent had an 
income of between $6,001 and $9,000, and 5.6 percent had an income of 
between $9,001 and $12,000. Only 4.3 percent of the households had an 
annual income above $12,000 (see Exhibit 2-9 following the next page). 

Primary Caregivers' Education 

At recruitment, the primary caregi vers' mean number of years of schooling 
was 10.82. 3 As seen in Exhibit 2-10, 37 percent of the primary caregivers 
at recruitment had no educational degree or certificate, whereas 42 percent 
had high school diplomas; 10 percent had completed GED (general 
equivalency diploma) requirements; and 11 percent had received vocational 
certificates or associate's, bachelor's, or master's degrees. 4 The percentages 
for currently enrolled primary caregivers are similar to those for the 
combined sample (35 percent have no degree or certificate, 42 percent have 
high school diplomas, 11 percent have GEI^s, and 4 percent have vocational 
certificates or college degrees). 

Primary Caregivers' Marital Status 

Primary caregivers' marital status at recruitment is presented in 
Exhibit 2-11. 6 About two-thirds (62 percent) of the primary caregivers had 
never married, 27 percent were married, 11 percent were divorced or 
separated, and 1 percent were widowed. The percentages for currently 
enrolled primary caregivers were similar: 59.8 percent had never married, 
28.8 percent were married, 10.8 percent were divorced or separated, and 0.7 
percent were widowed. 

Services Received by Primary Caregivers Prior to Enrollment 
In CCDP 

The availability of baseline information on the services that families were 
receiving prior to enrollment in CCDP assists in understanding the types of 
families, defined by their needs, enrolled in CCDP. This information was 



*This mean is based on a sample of 3,064 caregivers because information about education level was 
missing for 236 primary caregivers. 

'Unfortunately, 71 percent of the primary caregivers (n « 2,350) did not provide this information at 
recruitment; thus, the percentages are based on a sample size of 950. 

•These percentages are based on a sample size of 3,236 because information about the marital status of 
64 primary caretakers was not available at recruitment. 



57 



2-5 



CCDP— A National Family Support Demonstration: interim Report to Congress 



collected by CCDP staff members during enrollment and recorded on the 
Family Profile in the management information system (MIS)- There are 
some interesting findings evident from these data* First, 2,754 primary 
caregivers were receiving health screenings and 1,252 were receiving family 
planning at the time of enrollment. Only 250 were receiving vocational or 
technical training, and only 696 were in educational courses. One hundred 
and forty-five had received some drug or alcohol abuse treatment at the 
time of enrollment, and 101 had received employment referral services. 
Furthermore, 2,150 primary caregivers already were receiving nutritional 
counseling and education at the time of their families' enrollment in CCDP. 



PROJECT CHARACTERISTICS 

This section reports on the characteristics of the 21 projects discussed in 
this report — types and numbers of interagency agreements; advisory board 
characteristics; service delivery characteristics; services that CCDP projects 
are required to provide, refer, or broker; and noncore services provided, 
referred, or brokered. 

Description of Sites 

CCDP projects vary in the number of families served, the types of grantee 
agencies administering the projects, and the projects' locations and settings. 
These characteristics are summarized in Exhibit 2-12 on the following page. 
The legislation and the Federal Register announcement established some 
parameters within which the grantees designed their projects. Other 
aspects are unique to individual projects. 

Urban projects are required to serve at least 120 families, and rural projects 
serve at least 45, but preferably 60, families. Five of the projects discussed 
in this report are categorized as rural. These projects are located in 
Marshslltown, Iowa; Nashville, Tennessee; Logan, Utah; Brattleboro, 
Vermont; and Glenwood City, Wisconsin. Of the 2 smallest rural projects, 1 
serves 98 families and 1 serves 45 families. In addition, there are projects 
that are located in the city that serve only rural, outlying communities. The 
grantee in Nashville, Tennessee, is an example of such a project 

Sixteen projects are categorized as "urban.* Of these 16 projects, 3 can be 
categorized as "superurban" (Le., inner city). These superurban projects are 
located in Roxbury, Massachusetts; Baltimore, Maryland; and Brooklyn, 
New York Some of the urban grantees, such as the College Station, 
Arkansas, grantee and the Las Cruces, New Mexico, grantee, serve both 
rural and urban locations. All urban sites, with the exception of 2, serve 
120 families. One site, the City of Albuquerque CCDP project, serves 180 
families and is operated by the City of Albuquerque Department of Human 
Services. Anothf site, the Parent-Child Resource Center, serves 160 
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Exhibit 2-9 
Family Income 



12,001 + 
(4.3%) 



9,001-12,000 
(5.6%) 



6,001-9,000 
(18.7%) 




6,000 or less 
(71.4%) 



N=21 

Mean Income = $5,141 
n from 21 Sites = 3,065 
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Exhibit 2-10 
Primary Caregivers' Educational Attainment 
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families and is operated by the Edward C. Mazique Parent-Child Center, a 
nonprofit, community-based organization. 

As discussed earlier, two of the urban sites (Project TIPP in Miami, Florida, 
and the Parent-Child Resource Center in Washington, D.C.) and one rural 
site (Little Hoop Community College in Fort Totten, North Dakota) are not 
included in the analyses conducted for this report. 

CCDP projects discussed in this report are located in each of the 10 U.S. 
Department of Health and Human Services (DHHS) regions in the United 
States. Exhibit 2-13 following the next page provides a breakdown of CCDP 
projects by region. The geographic diversity of the project sites contributes 
to a wide variation in the cultural and ethnic composition of CCDP familie s, 
described in the previous section on family characteristics. 

CCDP Projects' Organizational Structure 

This section describes the organizational structure of CCDP projects in 
terms of program-agency fit and staffing patterns. 

Program-Agency Fit 

The kinds of agencies that have received CCDP grants vary. The grantee 
agencies that have administrative/fiscal responsibility for the grants include 
six family services agencies, six Head Start grantees, five health agencies, 
xoui ^institutes of higher education, four community action agencies, two 
child care agencies, one school district, one city adnfinistration, and one 
foundation (see Exhibit 2-12). 

The type of grantee agency may differentially influence project development. 
J?^rst, the type of grantee agency can determine which services the CCDP 
project will provide itself and which services are provided through 
contractual or cooperative arrangements. For example, coordinating health 
services for CCDP families may not be an issue in program development for 
a grantee that ie a major community health agency. 

The type of agency also may affect staff recruitment and development 
requirements. A family services agency with a history of providing 
community outreach and case management services may have fewer staff 
development requirements or problems in implementing a case management 
function. In addition, sn important factor in integrated service delivery is 
the stature and leadership role of the grantee agency in the community It 
is, for example, reasonable to expect that the establishment of coordinated 
services for CCDP families with other agencies would be facilitated for a 
grantee agency that already has a major leadership position in community 
services. 
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Project administration is another of the determining factors for successful 
implementation of CCDP projects.* Similarly, the MIS is a critical 
component of CCDP and is a two-way system. In addition to recording 
information to send to Washington, D.C., it can be used as a tool to support 
the case management and counseling components as well as the whole 
program. In order to use the MIS to its full potential, the project director, 
data m anager, and other staff need to have a thorough understanding of the 
MIS' capabilities. While projects generally hire a full-time data manager to 
oversee this aspect, all staff are involved in the implementation of the MIS , 
which e nhan ces a project's smooth administration. In addition, every 
member of the CCDP staff is expected to become famiiip^ with the MIS' 
codes and forms, as well as the available MIS reports. The data manag er 
position is extremely important in CCDP projects. The skill level of the 
staff person needed for data management is much higher than what was 
thought originally by most projects. All other CCDP staff are involved in 
the MIS implementation in some way. Projects have found that involving 
other staff at various levels enhances smooth administration of the MIS. 

Other administrative issues include factors such as the project's relationship 
with the grantee agency, the management structure and staff 
responsibilities, recruitment of CCDP families, planning for project facilities, 
establishment of interagency agreements, establishment of advisory boards 
and parent councils, and implementation of volunteer programs. For 
example, inadequate office space, too few staff to serve families effectively, 
or even the lack of experience of an agency in administering a large, 
complex Federal grant all directly relate to the feasibility of project 
implementation. 

Staffing Patterns 

Grantees have a variety of staffing configurations but share some commo n 
elements. Some projects use a team approach in which staff members with 
varied expertise serve a group of families. Most other projects use the 
generalist approach in which one staff member is responsible for direct 
services as well as for service coordination for each family. These 
approaches are described in detail in the section on case management 

Exhibit 2-14 following this page presents a typical project's organization. 
This type of organizational structure is functional and allows for a clear 
delineation of responsibilities among staff. This type of structure also 
increases accountability and integration across component areas. 



•Project administration was identified by CCDP project directors during a roundtable discussion at the 
ninth CCDP grantee conference, held in Annapolis, Maryland, in July 1992. The project directors met to 
extract from their experience those strategies that could facilitate the implementation of new projects. The 
goal of the roundtable discussions was to identify effective strategies to enrich new projects' understanding 
of options and steps that could be taken during the first stages of project implementation to improve 
services to children and families (see CSR, 1992). 
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Organizational structures vary across projects, but all have staff providing 
core services. Due to the comprehensive nature of CCDP, it is essential that 
staff be aware of one another's roles and responsibilities so they can work 
together to deliver, effectively, the needed services to families. 

As indicated in Exhibit 2-15 following the next page, all CCDP projects have 
a project director, a data manager, an early childhood coordinator, an 
ethnographer, and case managers/home visitors. Eighty-six percent (n = 18) 
have a case management coordinator who supervises case managers, 
monitors and tracks home visits, and coordinates the case management 
function with the other project staff, All projects have staff members who 
carry a caseload of families. These staff members provide case 
management, early childhood education, and parenting education services to 
famines in their homes. 

All CCDP projects have an early childhood education coordinator who 
provides structure and supervision to those case managers, provides early 
childhood education to the families, and monitors the developmental 
screening and assessments administered to CCDP children. In some 
projects, the person in this position also is responsible for curriculum 
development and the development of individual educational plans. In 
addition to case managers who provide early childhood education to families 
in their homes, some projects have teachers (n = 13 projects) and teachers' 
aides (n - 9 projects) who provide in-center, early childhood education 
services to CCDP children. 

All projects have a male involvement program to target CCDP fathers, but 
only 29 percent (n = 6) of the projects actually have a staff member 
designated as a male involvement coordinator. Similarly, all projects have a 
coordinating function to compile and track medical records for all families 
including health assessments, prenatal visits, well-baby care, and 
immunization records. This function is carried out by a health coordinator 
in 14 of the projects and by nurses in 6 of the projects; 6 projects also have 
nutritionists on their health care teams. It should be noted that one project 
has its health coordinator function fulfilled through an interagency 
agreement with the local health department. In addition, 14 projects have a 
staff member who coordinates adult training and education. 

Most projects (n = 16) have an employment specialist who develops linkages 
with the business community in order to place families in jobs and job 
training programs. Since projects recently have been encouraged to provide 
mental health support services directly, many projects (n = 17) now have a 
staff mental health specialist. This function provides general mental health 
support to families and referrals to appropriate agencies when necessary. 

All projects also have an ethnographer who acts only as an observer and 
does not participate in the provision of services. The ethnographer provides 
three qualitative analysis reports per year to CSR, Incorporated, for use in 
the feasibility analysis and process evaluation. Each report con tains 
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ethnographic information on different topics that will be used in case 
studies and cross-site analyses* 

As part of a commitment to recognize and respect cultural traditions and 
the values of the community, several projects initially employed individuals 
indigenous to the community to provide the case management ser /ices. 
Many of these individuals had less than a college education and often were 
referred to as "paraprofessionals " These staff members were considered 
valuable in serving as liaisons with other agencies as well as in acting as 
outreach workers to families in stress. Although extensive inservice 
training was provided, tensions soon resulted between the beliefs and 
practices of these staff members and the requirements of specialized 
training for dealing with multiproblem families. In many instances, 
programs had to revise their commitment to use paraprofessionals. This 
issue is discussed later in the case management section of this chapter. 

CCDP staff characteristics vary widely across projects. Exhibit 2-16 
following this page illustrates the varied characteristics (during CCDFs 3V6 
years of operation) of project staff (1) employed for 6 months or more and 
(2) who work 20 or more hours per week. The mean number of years of 
experience is 5.25, while the mean number of years of education is 15.3. 

Interagency Agreements 

Interagency cooperation/collaboration is discussed below in terms of formal 
and informal linkages, types of cooperating agencies, and purposes of 
linkages. 

CCDP was conceptualized as a program to provide multiple, coordinated 
services to families in order to assist children in reaching their full potential 
and to enable parents to achieve economic and social self-sufficiency. 
Because grantees are not funded to provide all services directly, each CCDP 
project needs to make use of and coordinate with Federal, State, and local 
agencies to ensure that families are utilizing the range of services needed to 
attain their goals. Therefore, the integration and coordination of services 
provided to parents and to children is a critical component of CCDP. 

In establishing such agreements and involving agencies with CCDP through 
written agreements, the hope is that the nature of the agencies 9 involvement 
will become more committed and invested. Through cooperative 
agreements, projects can facilitate the delivery of services to families 
through sharing resources. The presence of a formal interagency agreement 
implies that agencies will assume a more responsible role with regard to 
providing CCDP families with services both during the course of the project 
and (hopefully) after the project is completed. 

Formal relationships with other agencies facilitate the coordination of 
services and help avoid duplication and gaps in services. Projects have 
developed written interagency contracts or agreements that delineate roles 

2O0 



9 

ERLC 



71 



to 

t 

CM 
LU 



3= 
to 

Q. 
Q 

O 
O 



a 




CD O O 



O CD 



5 8 £ 

5 5 "E 

^ *- 8 

c c? o 

o © o 

0 O c 

1 £ J 

O 2 3 

Q> CO T3 

'O CO W 

i- co ^ 

0- < 3 

< 



CD 
C 



2 S 

CD 

__ C 

E "S 
o o 
o o 
O O 
9> 



a> o 



c 

Q 

E 

a> 

O) 
CD 

c 

CO 



CD 
to 
CD 

O 



c 

CO 



s 

"co 
Q 



JO 

© 
c 

CD 

O 



c 

ID 

O 
O 

O 



.c 



O 



J? © o §> 

IS cL 2 3 

o cd £ 2 

CD ^ *U 

« g 8 

o> £ O 

UJ -C 

c 



V) 

c 
o 



c 

CO 



m CD 
CO r- 



CD 
CD 

X 



ager 


inator 


ialist 


cher 


c 


o 


CO 


CO 




CD 






8 


Sp 




se 


o 






or/Ca 


mant 


Heal 




"co 


CD 
> 


CO 




me Vi 


O 
> 


en 










o 








X 


Ma 







< 

"co 

w 
CD 

o 

CO 



u 
0 



Q. -- 

O II 



c 
o 

2 



Cv3 



Q. 

E 

LU 



UOIJjSOd 



Characteristics of CCDP Families and Projects 



and responsibilities, activities, and timeframes for each agency. These 
agreements are intended to clarify expectations up front but allow for 
change over time as roles evolve. The agreements aid in establishing 
common definitions, including the definition of the population to be served, 
and lead to a better understanding of what agencies can expect from one 
another. Agreements serve as a means to inform staff members about 
available services and how to access them. Effective interagency 
agreements greatly facilitate the linkage of families with service providers. 

CCDP projects have implemented three different types of agreements in 
their efforts to coordinate service delivery to familie s. The three types of 
agreements are contractual, cooperative, and referral agreements, each of 
which is discussed below. 

• Contractual agreement.— Tim agreement is formalized by a written 
document that outlines the provisions made by both parties. A contract 
specifies the services, including duration and type, to be provided to the 
program or to program families, includes a fee for services to be 
rendered; and is signed by an official of the agency providing services to 
the CCDP prqject. For example, many CCDP pngects have contractual 
agreements for child care in which projects pay child care providers for a 
given number of child care slots. 

• Cooperative agreement— Projects also have developed cooperative 
agreements with both community and public agencies. A cooperative 
agreement is a formal, written interagency agreement that generally has 
bean signed by both parties, usually senior staff members of the 
contributing agencies. The agreement (1) contains information about the 
services to be provided and the tasks to be performed by the agency and 
CCDP prqject and (2) specifies the duration for which the given tasks or 
services will be provided to families. Cooperative agreements are 
usually those for which no fees or expenses are incurred by the program 
for the receipt of services or support 

• Referral agreement.— A referral agreement is any kind of arrangement 
that allows a project to refer clients to a particular agency. This 
agreement generally is not written. Many of the projects with 
established referral arrangements have identified contact persons at the 
agencies in their communities to facilitate the process by which CCDP 
families receive services. Under a referral agreement, the contributing 
agency might specify that it will refer clients to the CCDP project for 
potential recruitment. The referral agreement indicates that the 
referring agencies support the CCDP project's goals and wish to 
contribute to its efforts. In some instances, the referral agreement 
specifies that cross-referrals (between CCDP and the agency) will take 
place. 

All 21 CCDP projects have established interagency contracts or agreements 
with other community agencies. Agreements with community agencies are 
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central to one of CCDFs major goals — the provision of comprehensive and 
integrated social and health services to families. These agreements ensure 
access to services by CCDP families. They promote services integration 
through case management not only for CCDP families but throughout the 
community. Through these agreements, projects may ensure quality and 
continuity of services and care and, in some cases, preferential treatment for 
CCDP families. Interagency agreements also may be used to provide a 
measure of assurance that essential data on services received by families 
are collected and are accessible to the CCDP project staff, 

CCDP projects differ from one another in regard to which services are 
provided to families directly by the project and which services are provided 
by other community agencies. The nature of the grantee agency and the 
types of services available generally determine which services the projects 
are able to deliver directly and with which agencies projects need to enter 
into contractual or brokering/referral arrangements. For example, projects 
in which the grantee agencies are health centers, clinics, or hospitals 
usually are strong with regard to providing health care to families and 
would be less apt to enter into agreements with other agencies for delivery 
of health care services. The project directors suggested that projects 
consider doing the following when establishing interagency agreements: 

• Develop a format for interagency agreements that includes all 
information needed; and 

• Provide coordinating agencies with very specific and detailed information 
about CCDP and its purpose as a demonstration program, and include 
information about what forms the agencies will be required to complete. 

Exhibit 2-17 following this page indicates that 3,940 service providers have 
provided services to families in the 21 CCDP projects included in this 
report. The number of linkages classified as "other* (n = 806) is large 
because it includes numerous linkages with organizations such as churches, 
private physicians, private attorneys, youth organizations, and counseling 
services. Another reason for the large number of "other* linkages is that 
many of the linkages were utilized on a one-time basis, rather than the 
agency having established an ongoing contact, which is routine with an 
interagency agreement. Interagency agreements with clinics (n = 480), child 
care centers (n * 317), hospitals (n = 238), and schools (n = 285) are also 
significant to the operation of the CCDP projects. 

After 3V6 years of program operation, CCDP project directors have found 
that strong linkages with community agencies are vital to successful CCDP 
project implementation (CSR, 1992). Available data on the types of linkages 
(N « 1,220) between CCDP projects and service providers (including 
individuals and agencies) indicate that 26 percent (n = 315) involve 
contractual agreements, 23 percent (n - 283) involve formal cooperative 
agreements, and 51 percent (n = 622) represent informal referral 
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agreements. It should be noted that projects are moving toward increasing 
the number of written interagency agreements. 

Advisory Boards 

To encourage coordination with other community agencies, each CCDP 
project was legislatively mandated to establish an advisory panel comprising 
public and community service providers, service delivery agencies, business 
representatives, and CCDP families. Additional support was elicited 
through the formation of an advisory panel of key community leaders, who 
would be representative of the community and share their expertise in 
developing CCDP activities. In all sites, advisory board members include 
representatives of the key agencies providing services to the CCDP project. 
Exhibit 2-18 following the next page depicts the general composition of 
CCDP advisory boards. 

Advisory boards have proved to be crucial to the development of the CCDP 
projects. During the startup phase, the advisory boards connected the 
projects with public, private, and community resources that could be used 
for recruiting families, providing services, and resolving family crises. 
Currently advisory boards provide contacts for job training, apprenticeships, 
internships, and employment as families move out of crisis toward self- 
sufficiency. Several boards are central to project efforts to become 
institutionalized within the community 

As with most program activities, the role and involvement of the advisory 
boards have evolved and solidified since CCDFs inception, to where they 
have become an increasingly valuable resource for the grantees. Many have 
developed subcommittees comprising members who are more "mission 
driven.* Fourteen of the 21 projects have fully functioning subcommittees. 
These subcommittees focus on specific tasks and issues and report to the 
overall board. 

Throughout the life of a CCDP project, advisory boards can organize, 
volunteer, and support mentor programs as well as seek in-kind 
contributions. They can become the public relations arm of the CCDP 
projects. Advisory boards provide projects with individually named contacts 
who often can expedite matters within large community agencies and 
organizations. 

The average number of parents on an advisory board is five. Parent 
members of advisory boards help to keep other members focused on family 
issues and are a constant reminder to the board of the realities of life on a 
low income. 
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A CASE MANAGEMENT MODEL 

Within the CCDP model, the use of family focused case management is a 
key aspect of service delivery. Case managers are responsible for building 
relationships with families and for providing, brokering, coordinating, and 
monitoring the delivery of services that are necessary to achieve a set of 
goals established by the family. The case manager's job is highly complex, 
requiring, at a minimum, the following: (1) case management skills, 
(2) knowledge specific to poverty populations being served, (3) knowledge 
about regulations of categorical assistance programs, (4) knowledge about 
accessing community resources, (5) interpersonal skills, and (6) counseling 
skills. 

Characteristics of CCDP Case Management 

Most of the case management approaches and methods used by the grantees 
are strategies based on the family support/family education model (Weiss 
and Jacobs, 1988). This model is based on several assumptions including 
the following: (1) services provided to families are determined by the needs 
and goals of the parents and are responsive to the cultural and social 
characteristics of the communities in which the families live; (2) services 
provided should build on the strengths that whole families and individual 
family members already have; and (3) services should increase the family's 
ability to cope rather than provide a system on which families become 
dependent. Most of the approaches and methods emphasize the concept of 
family empowerment— that is, family members are expected to be active 
rather than passive participants and to assume decisionmaking power in 
terms of making choices and riAfimng the services desired. 

The case management approaches and methods used by a CCDP project 
largely determine the backgrounds and qualifications of the case managers) 
employed by the grantee. As discussed earlier, several projects initially 
used only individuals indigenous to the community served. These 
individuals had limited college educations and related experiences in 
working with families. The criteria used for the selection of 
paraprofessional case managers during the first service year (Year 2 of 
CCDP) are the following (CSR, 1991): 

• Have life experiences that mirror those of the target families; 

• Have experience as a teen parent or single parent; and 

• Be indigenous to the community. 

After the first service year, the CCDP project directors found that the 
chances of success were enhanced if a combination of professional and 
paraprofessional staff provided case management services. Hiring practices 
for case management staff evolved to include the following qualifications 
(CSR, 1992): 
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Exhibit 2-18 
Composition of Advisory Boards 



Parents 
Social Service Agency 
University/Community College 
Private/Non-Profit Organization 
Department of Health/Mental Health 
Government/Political 
Hospital/Health Clinic 
Department of Education/School System 

Private Industry 
Head Start 
Department of Human Services 
Department of Employment/Training 
Housing/Transit Authority 
Legal Service Agency 




Number of Projects 
(N=21) 



Sources: Survey op Service Delivery and Project Advisory Board Statements. 
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• The ability to develop caring relationships and an interest in continuing 
to learn; 

• An interest in moving families out of the welfare system (as opposed to 
"working the welfare system"); 

• Experience working with families in poverty and domestic violence 
situations; 

• Knowledge about empowerment issues and a strength-based approach; 

• A "fainilf orientation and the ability to work with the entire family; 

• The ability to view problems as a challenge; 

• A background in working with chemical dependency; and 

• Cultural sensitivity — the ability not to use personal values to judge a 
family's situation. 

Structured Models of CCDP Case Management 

There are two types of case management structural models used in CCDP: 
the case management generalist model and the case management t*nm 
modeL These models and the caseload sizes are discussed below. 

Case Management Generalist Model 

Sixteen programs use the generalist model of case management In - his 
model, the case manager assumes all the case management functions and 
provides the CCDP care services (e.g., early childhood education, parenting 
training, and c€^ management) during home visits. 

The advantages of a generalist model are as follows: (1) each family has 
one person to work with, (2) case manager work is less likely to be routine 
because several functions are performed, (3) one case manager is 
responsible for each family, (4) coordination with early childhood staff is not 
an issue, and (5) this model is less expensive than the team model. The 
disadvantages are that staff must have skills in diverse areas because of the 
comprehensiveness of the services mandated by CCDP. 

Case Management Team Model 

In the five projects (i.e., Operation Family, Project Family, Family 
Foundations, Families First, and Tennessee CAREs) that use the team 
model of case management, each staff member is responsible for providing 
services in his/her area of expertise. Collaborative teams are involved in 
service planning and decisionmaking, and each team member provides a 
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service as part of an agreed-upon plan* Usually one of the staff members 
maintains primary responsibility for coordination of the plan* 

The advantages of this case management model are as follows: (1) a team 
can provide high-quality services through individual staff vvspertise, mutual 
planning, and problemsolving; (2) teams can become a support system for 
the staff; and (3) sharing responsibility for difficult cases reduces staff 
burnout. 

One disadvantage of this model is that lines of responsibility can become 
blurred, services may be duplicated, and accountability for service 
effectiveness may be eroded Another potential problem is that clients must 
negotiate with a variety of people about their services. This may present 
additional difficulties, especially for families with multiple problems. To 
prevent these difficulties, team members receive training and continuously 
revise their collaborative planning, coordinating, and evaluative roles. For 
this model to be effective, team members need to develop clear lines of 
communication and reporting among themselves in addition to receiving 
training. 

One project uses a specialist structure for case m ana gement in which staff 
members work together as a team, with each member providing a 
specialized component of the total service delivery plan (e.g., substance 
abuse, health, and assistance with income support)., Within this structure 
no one person has overall case management responsibilities for a given 
family; instead, the responsibilities are shared by many staff members. 

Caseload Size 

Among the 11 general ist model projects visited during the startup phase, 
the number of families assigned to each case manager ranged from 8 to 30, 
with an average caseload of 16. Most case managers had between 13 and 
21 cases, with 19 to 21 being the most common range. During the third 
year, for the 18 CCDP projects that used a combined case management/ 
early childhood education model, 7 had caseloads of 8 to 10 families, 6 had 
caseloads of 11 to 13, and 5 had caseloads of 14 to 17, with an average 
caseload of 13 (see Exhibit 2-19 following this page). The 3 projects that 
utilized a case management team model had average caseloads of 12, 14, 
and 20. 

Activities of the Case Manager 

This section describes activities of the case manager, including home visits, 
family needs assessments, family service plans, and crisis intervention. 
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Home Visits 

More than three-quarters of the projects reported that staff members made 
home visits at least once every 1 or 2 weeks. MIS data indicated the 
following: 

• For CCDP projects that use a combined case management/early 
childhood education model (in which one staff member provides all these 
interventions), 75 percent of the CCDP Home Visiting Program 
Description Forms indicated that home visits were conducted four times 
per month, 10 percent of the home visits were conducted three times per 
month, and the remaining 15 percent were conducted at least two times 
per month* The mean length of the home visits was 70 minutes, with 48 
percent of the visits lasting 75 to 90 min utes, and 52 percent of the 
visits lasting between 30 and 60 minutes* 

• For the CCDP projects that administer programs in which separate 
home visitors provide case management and early childhood education 
interventions, case management visits are conducted at least two times 
per month in 58 percent of the programs and three to four times per 
month in 42 percent of the programs; the average leng th of these visits 
is 65 minutes. 

Family Needs Assessments 

Conducting a famil y needs assessment is one of the essential tasks of the 
case manager* The quality and extent of information gathered in this 
assessment determines many of the activities that follow the assessment 

All CCDP projects use some type of family needs assessment The simplest 
use the MIS Family Assessment Form as a guideline. However, most 
projects use additional assessment forms, including their own, standardized 
instruments/scales, or a combination of both* For example, one project uses 
the Family Strengths and Needs Assessment, which addresses child, adult, 
and family domains and includes guidelines for 13 key areas, such as family 
coping strengths, family relationships, and family support networks* 
Another project uses a combination of its own Family Resource Assessment 
and the following tools: Home Observation of the Environment (B, 
Caldwell), Difficult life Circumstances (K Barnard), Community life Skills 
Scale (K Barnard), and the Teaching and Feeding Scales (University of 
Washington School of Nursing). Some projects use their own forms in 
combination with instruments developed by Carl Dunst and his colleagues, 
such as the Family Needs Scale, Support Functions Scale, Resource Scale 
for Teenage Mothers, Family Resource Scale, and Inventory of Social 
Support. 

Because the CCDP projects are multidisciplinary in nature, additional 
family needs ass e ss m ents in specific areas such as health/nutrition, 
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employment/training, and early childhood education are often a part of the 
assessment process; these may be done by the case manager or, more often, 
by specialists. In fact, some projects allow for the comprehensive nature of 
the assessment process by conducting a general assessment first, as the case 
manager works to stabilize the family's situation, and then a more 
comprehensive assessment after the results of the specialized health, 
employment, and early childhood assessments are received. Assessments 
are updated periodically. 

Family Service Plans 

Because goal attainment is a key outcome variable, determining needs, 
developing a family service plan, and documenting goals are basic to CCDP 
projects. The family service plan is based on the family needs assessment 
The plan is developed by the case manager and family and usually includes 
the following types of information: resources needed, prioritization of goals, 
actions to be taken, roles family members will play, timeframes, degree of 
client involvement, and evaluation of the extent to which needs have been 
met. 

All CCDP projects utilize a family service plan. The development and 
review of this plan are critical for three reasons: (1) the plan provides an 
organizing structure; (2) the plan separates goals into discrete attainable 
steps; and (3) the plan assigns family members, the case manager, and 
other staff members responsibility for specific actions. 

Most projects have a specific form(s) to document family plan information 
(see Appendix A for an example). One project uses the following three 
forms: (1) Goals: Short- and Long-Term, (2) Goal and Action Plan, and 
(3) Quarterly Review of Progress and Efforts Toward Goals. This project 
also has organized information on adult needs and goals around the CCDP 
core areas. Another project uses an Individual Action Plan for family 
members as well as a Family Action Plan. 

Because specific goals and the activities required to attain these goals are 
constantly changing, it is critical to review and update each family's 
progress and goals periodically. Thirty-eight percent of the projects 
specified a timeframe for the completion of the family service plan, ranging 
from 1 month to 90 days. 

Crisis Intervention 

The CCDP legislation specified that families be provided with assistance to 
secure adequate income support, health care, nutritional assistance, and 
housing. For projects located in urban areas, the housing crisis caused case 
managers to spend much of their time trying to locate housing for families. 
Throughout the first full service year (Year 2), case managers spent much of 
their time moving families out of crisis toward empowerment-oriented 
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activities. A delicate balance exists between addressing crisis and long-term 
needs and setting individual and family empowerment goals. Many project 
staff felt that it is important for families not to be forced to set goals before 
they are ready, but it also is important for the case manager not to allow 
crisis situations to cause lengthy delays in setting these goals. 



DISCUSSION OF CCDP COrtE SERVICES 

This section describes the legislatively mandated core services made 
available for CCDP children (i.e., infants, toddlers, and preschoolers) and 
core services for parents and other household family members. A discussion 
of noncore services follows. As discussed in Chapter 1, these core services 
are embodied in the Comprehensive Child Development Act of 1988. 

Core Services for Children (Infants, Toddlers, and Preschoolers) 

This section discusses die availability of services in the areas of early 
childhood education/early intervention, child care, and health care and 
nutritional services. 

Early Childhood Education/Early Intervention 

Criteria for the provision of early childhood education and/or early 
intervention are as follows: 

• Developmental screenings and assessments must be completed by the 
project or another agency for all children under compulsory school age in 
the program family. 

• An individual development plan must be written for all children under 
school age in the family. This plan must be based on the findings of the 
screening and assessments. 

• Children who are at risk or developmental^ delayed must have timely 
access to an intervention program. 

• Each project must identify an appropriate developmental curriculum or 
curricula and adequately train staff members to implement the 
curriculum. 

• An adequately intensive child development experience must be provided 
for all children under school age. If the parent is directly involved in the 
early childhood education activities for the child in a home or a center 
(i.e., if the early childhood experiences are parent focused) : , then the 
activities must be provided at least once per week (It is assumed that if 
parents are involved in providing the early childhood experiences, the 
activities will be repeated during the rest of the week) If the parent is 
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not directly involved (i.e., if the child is in a center or full-time care 
and/or the teacher is providing the early childhood experiences), then the 
activities must be provided at least three times per week 

As discussed in Chapter 1, all CCDP children under school age must have a 
developmental screening and assessment and any needed early intervention 
service. Developmental screening is a process used to identify children with 
or at risk of having delays in the development of language, cognition, motor, 
and social and emotional skills. Instruments used for developmental 
screening are standard zed and norm referenced. That is, each instrument 
has been administered to a large sample of children that is rep: ^sentative of 
the population on which the instrument is to be used. Scores obtained from 
the screenings are utilized to develop the standards or the norms for that 
particular instrument. Screening instruments are intended to be a quick 
mechanism for obtaining a characterization of each child's developmental 
status; therefore, a more complete diagnostic evaluation must be conducted 
to determine if the child who exhibits a developmental delay on a screening 
test has a handicapping condition or requires specialized services. 

MIS data indicate that of 9,023 CCDP children, 35 percent have been 
screened using the Denver Developmental Screening Test (DDST-I), 12 
percent with the DDST-II, 11 percent with the Battelle Development 
Inventory (BDI), 8 percent with the Brigance Diagnostic Inventory of Early 
Development, 5 percent with the Receptive-Expressive Emergent Language 
Scale, and the remaining 29 percent with a variety of oiher recommended 
screening tools (see Exhibit 2-20 following this page). 

Developmental assessments involve the process of gathering specific 
information on each child's mastery of skills in order to plan for appropriate 
educational activities for that child. The instruments used for an 
educational developmental assessment are behavioral measures that focus 
on specific skills in areas such as receptive and expressive language, gross 
and fine motor skills, cognitive, self-help, socialization, readiness for reading 
an.i math, and other adaptive skills. Unlike screening instruments, 
developmental assessment instruments are often criterion or path 
referenced. That is, results provide information that is useful in planning 
educational interventions. To select activities that are developmentally and 
functionally appropriate for an individual child, the early childhood 
educators and the child's parents combine the results of the developmental 
assessment, observations and knowledge of the child, and the child's 
learning style and past developmental pattern. A developmental 
assessment specifies which skills the child can and cannot perform, 
identifies the skills that are emerging, and helps determine which skills the 
child should be working on. The assessment also serves as a guide to track 
the child's performance over time. 

Aggregate MIS data indicate that 18 percent of the projects use the Hawaii 
Early Learning Profile Instrument, making it the tool most frequently used 
by the CCDP projects when conducting developmental assessments. 
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Exhibit 2-20 

Screening and Assessment Instruments and Curricula 



Screening and Assessment 
Tools 


No. of 
Projects 


urrn tun 


No. of 
Projects 


Denver Developmental Screening Test II 


12 


Hawaii Early Learning 
Curriculum 


12 


iiawaii xicuiy i earning xronie ikisuument 


1 


Young Children in 
Action (High/Scope) 


A 

4 


Learning Accomplishment Profile 


3 


Small Wonder 


7 


Early Learning Accomplishment Profile 


1 


Good Beginnings 


1 


Learning Accomplishment Profile - Diagnostic 


1 


Partners for Learning 


1 


Battelle Development Inventory 


6 


Portage 




Brigance Diagnostic Inventory of Early Development 


3 


Parents as Teachers 




Receptive-Expressive Emergent Language Scale 


2 


First Step 


1 


Bayley Scales of Infant Development 


1 


Infants and Toddlers 
Curriculum and 
Teaching 




Transdisciplinary Play-Based Assessment 


1 


On-Base 


1 


Infant Mnnitnring Qiifjtfinnnpirf nnd Farly Snrf ning 

Inventory 


1 


Zero to Throe 




Portage 


2 


Developmental^ 
Appropriate Practice 




Developmental Profiles Checklist 


1 


Anti-Bias Curriculum 


! 


Measures Battery 


1 


The Creative 
Curriculum for Early 
Childhood 


1 


Partners for Learning 


1 


Brigance 


2 


Initial Child Assessment 


1 


Learning 

Accomplishment 

Profile 


3 


Humanics 


J 


Little People's 
Workshop 


1 


Vineland 


1 


Warm World 


1 


Child Observation Record 


1 


Learning 
Accomplishment 
Profile— Diagnostic 


1 
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Screening and Assessment 
Tools 


No, of 
Projects. 


Curricula 


No. of 
Projects 


High/Scope 


1 


HOME 


1 


Local CCDP project developed 


2 


Black Parenting 
Curriculum 


1 






/vuoagscciiis as rurcnis 
Curriculum 


i 
i 






Nurturing Curriculum 
(Parents Anonymous) 


i 






Local CCDP project 
developed 


3 
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Fourteen percent use the Brigance Diagnostic Inventory for Early 
Development, 10 percent use the BDI, 9 percent use the DDST-I, 8 percent 
use the DDST-II, 6 percent use the Learning Accomplishment Profile, and 
the remaining 35 percent utilize other recommended assessment tools* 

In addition to completing children's developmental screenings and 
assessments, CCDP projects must provide children with developmentally 
appropriate early childhood educational experiences. These experiences 
may include developmental programs for children provided in centers 
(CCDP-sponsored, Head Start, and other programs), home visits, or a 
combination of home* and center-based activities. In center-based 
programs, teachers and aides provide the intervention* In home visits, the 
intervention focuses on the parent or the other primary caregiver* The 
expectation is that parents will continue the intervention between home 
visits. Parents receive training in infant and child development as well as 
parenting in group educational sessions, resource centers, and home visits. 
In some cases, parents participate in parenting activities in the early 
childhood centers by observing and participating in classroom activities. 

CCDP home visitors/cas? managers who provide early childhood education 
in families' homes spend an average of 41 minutes on planning each visit 
and devote an average of 45 minutes to early childhood education during 
each home visit. The Head Start Performance Standards (to which CCDP 
projects must adhere) require that the experiences stimulate physical, 
cognitive, emotional, and social development. An optimal learning 
environment should be provided to foster cognitive development through 
problemsolving, exploration, communication, and concept development. 

Early intervention for children at risk of or with a diagnosed developmental 
delay must be provided in compliance with Public Law 99-457. Some 
projects mainstream children experiencing developmental delays in their 
center-* or home-based model. Other CCDP projects provide services or refer 
children tor specialized early intervention services. These services include 
activities performed by the regular teachers or by teache/s with expertise 
and special training in early intervention. These activities may be carried 
out in the center or in the home. Some projects have specialists on staff to 
work with children who have hearlrg, speech, emotional, social, or physical 
delays. 

Child Care 

Child care is a mandated service under CCDP guidelines and is a crucial 
service in terms of its effects on both child development and parent 
employability. Child care must be State licensed or registered and meet 
Head Start Performance Standards if it is the only early childhood 
experience for CCDP children. Also, child care may be provided to parents 
who request it for respite or when the court has ordered child care for child 
protection. Projects also provide child care when it has been clinically 
determined that a child needs a center-based group developmental 
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experience. In such cases, projects may provide families with child care 
through a developmental day care or a part-day developmental preschool 
program. 

CCDP projects must ensure that child care is available and accessible to any 
parent requesting it when the primary caregiver is in training, working, or 
going to school. Child care centers, family day care homes, and child 
development centers must meet State licensing standards or certification. If 
the center also is providing early childhood education, the center must meet 
relevant Head Start Performance Standards, including the following: 

• Appropriate adult-child ratios and group sizes; 

• Daily and weekly schedules; 

• Developmental^ appropriate toys, equipment, and curricula; 

• Culturally appropriate materials and staff; 

• Training for staff on utilizing developmental^ appropriate 
curriculum/curricula; and 

• A documented mechanism to ensure that activities in center-based care 
or care in family day care homes will interface with developmental 
activities provided at home. 

Since project inception, the need for child care has increased steadily as the 
CCDP parents become increasingly involved in furthering their education, 
in vocational training/employment, and in the programs offered by CCDP 
(e.g., basic skills classes, English as a Second Language [ESL] and GED 
classes, support group meetings, and other preemployment activities). 

Some CCDP projects discovered that many day care facilities included in 
their original plans were inaccessible to families due to inadequate local 
transportation systems. One site indicated that its alternative strategy for 
increasing the number of available child care slots in the face of 
transportation problems (i.e., encouraging families to offer home care) 
turned out to be equally unfeasible, as the costs for home improvements and 
application fees created a financial burden. 

Another problem faced by many projects is that they anticipated that State 
and county reimbursements would defray major parts of their child care 
costs. However, as projects placed children, they discovered that the 
reimbursements did not cover the costs and that they were responsible for 
the large differential. Child care facilities often charge up to $125 per week 
for their services, but State and local reimbursements defray only a fraction 
of this fee, with reimbursement* ranging from $9 to $11 per day for infants 
and even less for toddlers. In some States, reimbursement funds through 
programs like the Family Support Act, Title XX, and CCDP became 
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unavailable due to State budgetary problems aggravated by the recession. 
Many States chose not to provide matching funds to get their full allocation 
of Federal funds. 

Solutions to Child Care Problems 

Since the startup year, CCDP projects have developed innovative 
mechanisms for alleviating their child care problems. Most of the 
mechanisms involved the process of enlisting local families to provide day 
care in their homes for a nominal fee or restructuring the CCDP site so that 
limited care could be provided onsite for program participants. Solutions 
have included the following: 

• Developing additional subcontractual arrangements with child care 
agencies; 

• Employing a staff member to train families as day care providers; 

• Providing monetary and technical assistance to those parents who 
demonstrate an interest in becoming family day care providers; 

• Defraying fees involved in registering and remodeling the households of 
families willing to provide day care; 

• Purchasing a large number of child care slots at a lower than normal 
rate; 

• Negotiating arrangements with the local departments of education to 
provide child care in school facilities so that teenage parents can 
continue their educations; 

• Employing the services of a child care consultant; 

• Paying relatives of children to care for children as a temporary measure; 

• Enlisting grandmothers to volunteer their time to provide onsite, 
short-term child care; and 

• Applying for local grants earmarked for the development of improved 
child care arrangements. 

For several projects, the lack of child care services in the c ommunit y 
resulted in the development of CCDP child care centers. Ten of the twenty- 
one projects currentlv operate their own child care centers, and only 2 of the 
21 projects report having insufficient child care slots available in their 
service areas. In addition, only 5 projects indicate that CCDP funds 
subsidize all or most of their child care needs; for the other 16 projects, 
approximately one-quarter or less of their child care costs are subsidized 
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through CCDP fuiids. For one of the projects, all of its child care costs are 
paid for by non-CCDP funds. 

Health Care and Nutritional Services 

All CCDP families must have access to health care, and all health care 
services should be monitored and documented The health care and 
nutritional services requirements for chil dren are as follows: 

Health screenings and a comprehensive health assessment for chil dren; 
Immunizations appropriate for the child's age; 
Well-baby and routine health care; 
Acute health care; 
Dental health care; 
Mental health care; and 
Nutritional services* 

Each project has developed a model to deliver health care services including 
prenatal care, routine and acute care, health screening and assessment, 
immunizations, and other preventive care. The models differ widely with 
respect to their structures for service provision and staffing. The differences 
often are dependent on the type of grantee agenpy, the availability of and 
proximity to community health care providers, and the working relationship 
between the grantee and local health care providers* The routine 
preventive care provided by CCDP projects is discussed below. 

All projects have developed linkages with clinics or medical centers to 
provide routine preventive care for CCDP clients. These health providers 
usually are located in close proximity to the familie s they are intended to 
serve. In some cases, the CCDP projects are located in facilities owned by a 
clinic or medical center with which the projects contract for health services. 
Other projects have asked collaborating health agencies to set up a clini c or 
offices for individual clinicians (such as a nurse practitioner) onsite at one 
or more of the project's multipurpose centers. Projects have made these 
arrangements to facilitate the provision of multiple services; for example, 
families can discuss case management issues on the way to or from a health 
appointment and can utilize the project's drop-in child care during their 
appointments. 

Currently four projects provide health services onsite. The grantee agency 
of one of the four projects is a university medical center. Three of the four 
projects provide health assessments for CCDP children, one provides 
immunizations, two provide health screenings and physicals, and one 
provides vision screenings and dental services. 

More than one-half of the projects also have established linkages with 
private physicians who ser d CCDP families before they enrolled in CCDP. 
Linkages with clinics or physicians often consist of written agreements 
stating willingness to collaborate, responsibilities of both parties (e.g., 
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transportation, and completion of forms), and assurances of confidentiality* 
These linkages may include provisions for information sharing between the 
health end the project to facilitate case management functions. To quickly 
identify a patient as a CCDP participant, several projects have introduced 
the use of a program "card" that families carry with them when visiting a 
health care provider in the CCDP network. 

Provision of health care by agencies or persons outside of CCDP is 
supplemented in many cases by systems developed within CCDP. Twelve 
projects have a health specialist such as a doctor, nurse, or medical director 
either directly employed by the project or assigned to the project through a 
contractual agreement. These persons may supervise, coordinate, or provide 
direct services (such as screenings) for the health component of the CCDP 
project. For instance, the coordinator of medical services at one project is a 
pediatrician whose responsibilities include c ommuni cating with major area 
health care providers, meeting weekly with home visitors, reviewing charts, 
and providing consultation and recommendations regarding family health 
care needs. 

Five projects provide some health services in home visits. Four of these are 
rural projects that use home health visits to avoid transporting families long 
distances. The purposes of these home visits range from conducting health 
screenings and compiling a medical history for the family to providing 
prenatal care and monitoring the overall health conditions and practices of 
the family members. Three of thsse projects have public health nurses visit 
the families. At the other two projects, a health coordinator makes home 
visits periodically to conduct health screenings and to collect information on 
family members' health histories and conditions. One project has assigned 
public health nurses the dual roles of monitoring families' health care needs 
and coordinating the case management provided through home visits. The 
health care specialist visiting the home provides only preventive or routine 
care and coordinates referrals to other health care settings for treatment of 
acute health care problems. 

Core Services for Parents and Other Household Family Members 

This section discusses the availability of core services for parents and other 
family members of the same household who provide major nurturance to the 
focus child, including the following: (1) parent education; (2) adult 
education, vocational training, and job training; (3) routine and acute health 
care; (4) mental health care; (5) substance abuse services; (6) assistance in 
securing adequate housing; (7) income support; and (8) transportation. 
Each of these core services is discussed below. 

Parent Education 

The criteria for the provision of parent education to CCDP parents are as 
follows: 
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• Training must be provided to parents for infant and child development, 
health care, nutrition, parenting skills, and life skills/functioning (e.g., 
budgeting). This t rainin g may be provided through CCDP center-based 
or home visit training or through a contracting/interagency agreement if 
the training is accessible to parents and procedures have been 
established to monitor the training, 

• Adult group activities that provide mutual support must be available to 
program parents. 

As a holistic program that focuses on the many needs of low-income 
families, CCDP is committed to providing a well-rounded agenda of 
educational activities to improve families' abilities to care for themselves* 
Parent education may occur in the families' homes or in group settings. 
Topics for instruction include child development and childrearing, health 
care, and nutrition* 

The parenting education component involves several issues such as choosing 
a curriculum, training staff and parents, and ensuring that parents 
participate in this aspect of the program. Lessons learned by CCDP project 
include the following (CSR, 1992): 

• When choosing curricula for parenting education, it is important +1 
consider their cultural appropriateness and the values of the targeted 
population. 

• Training should be provided for staff and families that addresses the 
following: 

— Staff training on the curricula (or the approaches) for parenting 
education should be provided to all appropriate staff, including home 
visitors with case management and early childhood education 
responsibilities. 

— Inservice training workshops should take into account that staff who 
are not parents have special training needs. 

— Staff need to be knowledgeable about cultural perspectives in regard 
* to issues such as childrearing techniques. 

— Training should be sequential. For example, workshops should have 
specific goals and predetermined beginning and ending dates, and 
parents should receive a certificate of attendance/completion. 

— Trainings should not duplicate those offered by other community 
programs (e.g., the Special Supplemental Food Program for Women, 
Infants, and Children [WIC] conducts nutrition training workshops 
that may be similar to what CCDP offers). 
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The parenting education curricula most often used by CCDP projects are the 
following: Parents for Learning, STEPS Program, Parents as Teachers, On 
Base, and Good Beginnings. 

In-Home Education 

Many parent education activities are provided in the home by the home 
visitor. This setting allows for parental education to be provided in a 
nonthreatening environment and facilitates one-on-one instruction. Home 
visitors provide instruction in parenting and child development while they 
work with the parents and CCDP children. Home visitors also encourage 
parents to raise issues of specific concern* 

Topics relating to nutrition often are discussed in the home as the home 
visitor discusses with parents the eating habits of children and other family 
members or assists in the preparation of a nutritious meal or snack. 
Programs vary in the degree to which they emphasize nutrition education in 
homes, often depending on staff expertise and training. 

Topics related to the health of the child and the family as a whole may be 
raised during home visits; the home visitor encourages and assists parents 
in visiting health care practitioners for routine visits and imm unizat ions for 
their children* 

Out-of-Home Education 

Parent education also occurs in group settings regularly uchedulad at project 
facilities or other community agencies. Professional CCDP staff, 
consultants, and specialists from other agencies conduct educational and/or 
support group sessions on a range of topics from child development to 
nutrition to job-seeking skills* 

Nutrition education, for example, often is provided by the county extension 
agent or a health department nurse who works with the project under an 
interagency agreement to provide nutrition training in specially convened 
parent groups. This oSsite training has the advantage of allowing 
specialists to supplement their presentations with audiovisual support and 
hands-on experiences. 

Adult health and general health issues usually are discussed in clinic 
settings. When parents attend clinics for routine visits for themselves or 
their children, providers take the time to provide CCDP families with 
instruction about healthful practices and behaviors and make 
recommendations for health-enhancing changes in their lifestyles. 
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Strategies for Increasing Parent Participation 

During startup, CCDP projects experienced low participation rates in 
parenting activities. CCDP project directors found the following strategies 
successful in increasing parent participation in parent education classes 
(ftx>m CSR, 1992): 

• Trust must be developed between parents and staff so that group 
support meetings become more important* 

• Parents must be consulted about the topics they would like to discuss, 
because the most successful activities are the ones in which the parents 
have an interest. 

• Popular topics should be discussed, including cooking, breastfeeding, 
health, birth control, and substance abuse prevention* 

• Classes and meetings should be held at convenient times, both during 
the day and in the evening. 

• Parents should be given responsibility for teaching some of the groups* 

• Personal interactions among parents should be encouraged to foster 
participation by parents. 

• Child care should be provided at tLs same facility where the classes are 
held. 

• Staff must be prepared to deal with serious issues such as abortion, drug 
use, and physical abuse. These issues often arise during parent support 
groups and classes. 

Involvement of Males in Project Activities 

Low participation by males (husbands/partners) is a problem confronted by 
all CCDP projects. Projects have found that certain strategies are 
successful in increasing male participation. These strategies include hiring 
male staff at all levels (e.g., the van driver, who is usually male, is 
extremely important for outreach); placing a focus on total family 
involvement instead of having separate activities for fathers, mothers, or 
children; and involving all members in the family needs assessment. In 
addition, projects found that men should be encouraged to become interested 
in the betterment of their families, not just in participating in the program 
activities. Getting men involved in CCDP activities is a developmental 
process that takes time and demands a sustained effort. 



2-28 



99 



Characteristics of CCDP Families and Projects 



Adult Education, Vocational Training, and Job Training 

Criteria fur the availability and provision of adult education, vocational 
training, and job training are as follows: 

• Adult literacy education, vocational training, employment counseling, 
and job training/placement must be available to all program families 
requesting these services; and 

• When these services are arranged through contracting agencies, they 
must be accessible and provided in a timely manner. 

Adult Education 

In support of the CCDP goal of assisting CCDP families in achieving 
economic and social self-sufficiency, projects offer a wide array of adult 
education programs. These programs provide training in the following 
areas: literacy, basic skills, skills for daily living, GED, and ESL. To build 
on educational resources in the community, projects have developed several 
arrangements, including referral networks, to ensure that familie s' 
educational needs are served adequately. These referral arrangements are 
negotiated with community colleges and other local educational institutions 
that already axe serving the community. 

Pour projects provide adult education in-house and have hired specially 
trained staff members to conduct ESL classes for family members and/or 
have contracted with local colleges or county extension agents to train 
CCDP staff to provide instruction in basic living skills. This allows families 
to receive instruction, often from staff members they already know. 

Although the adult education and job training component is not operational 
during the early stages of CCDP, project directors had planned ahead to 
meet this need. Most projects have an adult education/employment 
coordinator on staff, whose sole responsibility is to coordinate this aspect of 
the project (CSR, 1992). The coordinator is usually a full-time employee so 
that this person may more effectively oversee the different aspects of this 
service. Project directors also have discovered that during the later stages 
of a project, it often is necessary to employ two staff persons to oversee the 
job readiness and job search/brokering component Many of the activities in 
this component have to be provided by the CCDP staff (especially job 
placement) because Federal and State programs, such as Job Opportunities 
and Basic Skills (JOBS), do not focus specifically on building careers. 

Linkages with existing commruiity programs that assist in or provide job 
training for low-income families facilitate the provision of this service 
component. To facilitate these linkages, many projects recruit members of 
community agencies and the business community for their advisory councils. 
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Community agencies and programs with which CCDP projects have 
established linkages include the following: 

• Local universities and junior colleges; 

• Local secondary schools and vocational schools; 

• The JOBS program; 

• The Job Training Partnership Act (JTPA) program; 

• Local employment councils; and 

• Community business councils. 

Vocational Training 

Various resources exist in communities to provide vocational tr aining to 
CCDP project families. These include community colleges, high schools, 
vocational centers, State employment and training facilities, departments of 
social services, and JTPA grantees* The services provided by these agencies 
vary greatly, particularly with respect to client assessment and counseling 
and placement assistance. The services also vary greatly with respect to 
their availability. Projects that rely on JTPA for vocational services, for 
example, often cannot ensure placement slots for their clients at the end of 
the fiscal year, as JTPA grantees await refunding. 

Only one CCDP project provides vocational services directly through the 
project The remaining projects rely on a combination of interagency 
agreements and referrals to place clients in appropriate vocational training 
settings. In one midwestern site in which many families are interested in 
the development of small businesses, the project has signed a contract with 
a small business development specialist who provides "entrepreneurial 
training. 19 In the course of his training, the specialist provides intensive 
assessment and counseling to family members on a one-to-one basis over 
extended time periods. 

Job Training 

CCDP projects have found it necessary to consider the following factors 
when implementing job training programs (from CSR, 1992): 

• It is important to have a budget for the adult education component. 
This money can be used to provide assistance in paying previous 
educational loans, paying for special courses, or establishing a 
scholarship fund. 

• To prepare CCDP parents for employment searching, workshops need to 
be conducted on such topics as resume writing, interview skills, job 
retention, and behavior in the workplace. 

One of CCDFs pivotal goals is to promote career development, not just job 
training and readiness. It is therefore necessary to interest families in long- 
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term plans and to work step by step toward the implementation of the 
plans* Career development goals include the following: 

• The Erst goal should be for parents to complete high school. Only after 
a person has the equivalent of a high school education can job-readiness 
training begin. Some parents want to begin or complete a college 
education. Projects help parents obtain grants or loans to make this a 
reality for them. 

• Parents should be ready for and interested in a particular job before 
they are placed* Sometimes parents need to start at an entry-level 
position at minimum wage* 

• When parents begin their search for employment, project staff should 
facilitate personal contacts with companies and employers in the 
project's community. Several CCDP projects have established special 
programs with businesses. For example, some companies identify staff 
persons within the companies to serve as mentors, and in some cases 
companies provide internships so that individuals can develop 
experience* 

• Parents should be trained regarding behavior in the workplace (e*g*, 
dress codes and the importance of punctuality) in order to facilitate job 
entry and retention* 

Job Development and Job Placement 

Promoting self-sufficiency within CCDP involves the provision of services 
specifically targeted to parents for the benefit of the family or of the parents 
themselves* Job development and job placement are among the services 
provided to help CCDP families move toward self-sufficiency* CCDP 
(projects establish linkages with mqjor employers and agencies, develop 
formal interagency agreements, enlist the help of advisory board members, 
arrange adult group activities that provide mutual support to families, and 
establish mechanisms targeted at increasing male participation an d 
involvement in the program* 

Each CCDP project has a designated staff member who functions as an 
employment coordinator. The employment coordinator's job development 
and job placement activities include the following: 

• Developing, monitoring, updating, and utilizing contacts with private 
and public labor market sectors in an effort to secure meaningful 
employment opportunities, as well as attempting to solicit services of 
retired Chief Executive Officers or personnel managers to help with 
establishing those contacts; 

• Connecting applicants with suitable employment opportunities, 
monitoring the progress of employed program participants, and revising 
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employment/training goal and activity plans to reflect the next level of 
goals to be achieved; and 

• Providing followup services for CCDP participants placed in jobs (e.g., 
acting as a supportive liaison between employers and employees). 

The Fourth Ethnographe 5 Report (1991), prepared by CCDP 
ethnographers, exaanined the role of job development and job placement in 
CCDP. The ethnographers were asked to describe how projects define and 
execute the process. The following is an example of one project's approach, 
as described by the ethnographer: 

The Job Training and Employment Coordinator worked together 
with a countilwoman's office to organize a job fair, attended local 
job fairs, written letters to donors and volunteers, and 
communicated with members of the grantee agency's Board of 
Directors asking for their assistance in finding employment for 
program families; written similar letters or provided 
presentations to local employers (e*g., a flower shop, carpet 
company, hotel, food service); helped get information about the 
program disseminated through the local Chamber of Commerce 
newsletter and a local newspaper; and contacted various JTPA 
programs operating in the target area. 

The process of providing job-related counseling and services involves the 
cultivation of contacts with various agencies by the employment coordinator, 
the suggestion of names of program participants by case managers, and the 
development of long-term and short-term plans for the individuals in need. 
Carrying out these plans requires the use of community resources for 
testing, training, and placement. 

Routine and Acute Health Case 

CCDP projects must, on an as-needed basis, provide for prenatal and 
postpartum care and routine and acute health care. All projects have 
developed arrangements and agreements with hospitals oi: local public 
health departments to ensure that all family members receive acute health 
care when necessary. However, it has been more difficult to establish a 
service delivery system to meet adults' health care needs, particularly in the 
area of acute health care provision. Although most CCDP adults are 
eligible to receive medical care through their participation in medicaid (or 
their State's equivalent), a number of families include members who are 
employed and may be ineligible for medicaid. As a result, the role of the 
CCDP case managers may include assisting uninsured adults in locating 
cooperating physicians who will provide them with services on a no-cost or 
low-cost basis. 

One of the pivotal goals of CCDP is to promote early prenatal care for 
CCDP project mothers. Health coordinators and case managers work 
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closely with families to encourage them to seek early and continuous 
prenatal care. Although health services are offered by CCDP and by 
cooperating agencies, many families do not take full advantage of what is 
available. Many CCDP mothers are reluctant to visit the doctor for 
prenatal care, especially women who have had several children. To deal 
with this problem, some projects try to teach families about available health 
services other than those needed during an emergency. For example, some 
projects provide instructions on how to access the health care system. 

In addition, activities such as exercise and aerobics classes and diet 
programs are used by projects to increase health and nutrition awareness. 
Several projects also have held health fairs, which have been popular with 
CCDP famili es 

Mental Health Care 

CCDP prefects must provide mental health care as needed. This type of 
support generally is provided to families through interagency agreements 
with local mental health centers or contracts with private mental health 
agencies. Services provided by these agencies include individual and family 
therapy, marital counseling, alcohol and other drug counseling, and 
treatment for dysfunctional or aberrant behavior. Persons with more 
serious problems are referred to inpatient treatment facilities, 

CCDP projects also are encouraged to provide support for preventative 
mental health services. A mental health coordinating function has been 
added to facilitate this process. The function is primarily focused on 
working together with case managers to enhance the self-esteem and self- 
efficacy of CCDP family members. Eight projects have a mental health 
component that is both preventative and therapeutic oriented (see 
Exhibit 2-21 following the next page). While a project may have 
interagency agreements with agencies or clinics, it is usually the mental 
health specialist who performs the initial evaluation and assessment and 
then provides the referral to an ofifeite facility. Also, the mental health 
specialist often will train case managers on how to work with families that 
are experiencing mental health problems. 

In addition to mental health services provided through onsite staff and 
interagency agreements, some projects also provide weekly and biweekly 
support groups to families. The groups usually are conducted by a project 
staff person and have different themes. For example, several projects have 
support groups that discuss self-esteem, motivation, physical/mental/ sexual 
abuse, and life experiences. 

Substance Abuse Services 

Substance abuse education and treatment are provided by CCDP proiects as 
needed. Most projects respond to family problems associated with alcthol 
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and other drug abuse through contracts and interagency agreements with 
drug and alcohol treatment centers, health centers, and alcohol 
rehabilitation centers, which provide intensive counseling and outpatient 
care. Grantees have signed either agreements for these purposes or ar<* in 
the process of negotiating agreements. 

While all project staff may be trained in some substance abuse issues, the 
case manager is generally responsible for detecting and identifying whether 
any family members are involved in substance abuse. If substance abuse is 
suspected, the case manager usually meets with his/her supervisor, and (if 
available) the onsite substance abuse or mental health specialises) will 
arrange a meeting with the family. If a family member is to enter 
treatment, an evaluation and assessment are performed, and then a referral 
is made to the appropriate facility. 

Many CCDP families are in recovery and/or still abusing drugs or alcohol 
but want to overcome dependency. Projects show their support of these 
families by providing assistance with substance abuse treatment in addition 
to other core services. 

Case managers report that low-income families in isolated communities 
tend to use alcohol to replace the social interaction that is more accessible 
to city dwellers. Project families who live in inner cities are more likely to 
use highly addictive drugs, such as crack-cocaine and cocaine, rather than 
alcohol. 

Assistance In Securing Adequate Housing 

The provision of adequate housing is another mcgor factor in helping 
families move toward self-sufficiency. A mqjor goal of CCDP is to help 
families find and Tn^nfoin adequate housing. Case managers help families 
procure adequate housing through establishing linkages with housing 
authorities, developing formal interagency agreements with housing 
providers, and enlisting the help of advisory board members who are in 
decisionmaking positions in agencies that provide housing to low-income 
families. Case managers provide information and assistance to families 
looking for housing primarily by helping families clarify and set goals and 
by making referrals to other agencies. CCDP projects ensure that families 
are able to pay their housing expenses through access to emergency funds 
(i.e., utilities assistance, emergency housing funds, and other relief) when 
needed. 

The Fifth Ethnographer's Report, prepared by CCDP ethnographers, 
examined the process of assisting families in securing adequate housing. 
The ethnographers were asked to describe how individual CCDP projects 
assist families in securing adequate housing. The following is an example of 
one project's approach, as described by the ethnographer: 
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Exhibit 2-21 
Mental Health Component Characteristics 
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*At the time of this report, no information was available from this CCDP project 
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The CCDP staff most involved in dealing with housing issues are 
the case managers. It is they who talk with family members 
about housing needs and concerns and it is mostly [the] case 
managers who make contacts with other agencies in terms of 
trying to resolve housing problems. [Cjoordinators oversee thin 
work and also bring up housing issues for discussion in program 
development meetings. This includes both specific cases — e.g., 
the family who is dealing with lead poisoning — and overall 
housing policies and problems — such as the increases in rent tied 
to employment and income. The project director in her bi-weekly 
meetin gs with case managers also discusses housing issues and 
carries out training around housing programs. Requests for 
emergency funds to help with rent and/or utilities are 
discussecL..at the team meetings of project staff... .Staff of the 
Urban League and Housing Authorities have been invited to 
these meetings to help in the tr aining and orientation of the case 
managers in relation to h^uring issues. 

CCDP cannot guarantee that all program families will live in safe 
environments, but projects can help families achieve this goal by assisting 
and motivating families to find safe housing. The coordination that 
currently exists between the CCDP projects and housing agencies occurs at 
both the administrative and the staff levels. Most of the interactions occur 
at the staff level, with staff providing families with ^fo rmation and making 
referrals to housing agencies* 

Income Support 

Many CCDP families are eligible for several forms of income support, 
including Aid to Families with Dependent Children, food stamps, and 
medicaid. Responsibility for this assistance usually lies with States' 
departments of social or human services. Most CCDP projects have 
formalized their relationships with these agencies, thereby facilitating client 
access and encouraging communication between the CCDP projects and the 
welfare agencies. For example, some welfare agencies have agreed to 
designate specific staff members to serve all CCDP families to avoid the 
problem of families getting "lost" in the system. However, in other projects, 
social services agencies have felt that they must treat all clients equally and 
not make special provisions for CCDP families. In both cases, CCDP project 
staff members frequently serve as advocates for ftmriiW to facilitate their 
receipt of the services for which they are eligible. 

Transportation 

CCDP projects must provide adequate transportation to ensure that all 
families are able to access core services. This requirement has been a mqjor 
difficulty for some of the grantees, especially for the rural or very isolated 
sites. However, projects are making transportation available to ^^h g by 
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providing tokens, hiring cabs, or reimbursing staff for providing 
transportation in their own vehicles* Many of the projects have purchased 
or leased one or more vans and have hired part-time drivers. 

CCDP staff who transport families of projects located in rural areas often 
use the driving time to conduct case management activities. Staff have 
pr ided transportation to families for doctor appointments, job interviews 
and tn ining programs, appointments at DHHS and WIC sites, and 
counseling sessions. 



DISCUSSION OF NONCORE SERVICES 

The previous sections of this chapter discussed legislatively mandated core 
services that CCDP projects are required to make available for children, 
parents, and other household members. This section presents an overview 
of services provided that are not legislatively mandated. Since CCDP is a 
total family support program, such services are considered important to the 
overall functioning of the families. As such, CCDP projects are encouraged 
to offer these services and activities based on family or individ ual family 
member needs and goals* 

The data for this discussion were derived primarily from the grantees 9 
quarterly progress reports and other qualitative data sources, such as 
project directors' or advisory board statements. Selective illustrations of the 
following categories of noncore services and activities are presented: 

• Programs for teen parents; 

• Recreation and socialization opportunities; 

• Legal assistance; 

• Volunteer programs; 

• Emergency assistance; 

• Loan funds; 

• Parent advisory councils; 

• Advocacy; and 

• Forums for participant feedback. 

Exhibit 2-22 following this page graphically summarizes which CCDP 
projects provide which noncore services. As can be seen, many of the 
services and activities are provided by all or a large mcuority of the projects. 
Relatively few projects provide programs for teen parents, loan funds, or 
legal assistance. 



Programs for Teen Parents 



CCDP projects are required to ensure that recruited families are 
proportionately representative of the economically disadvantaged population 
of the grantee's recruitment area in terms of two strata: ethnicity and age 
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Other Services/Activities Provided for CCDP Parents 
and Other Household Family Members 
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Legal Assistance 


Volunteer Opportunities 


Recreational/Social Opportunities 


Parent Council* 


Programs for Teen Parents 


Development/Fund Raising/Advocacy 


Forums for Participant Feedback 


TOTAL 


Project AFRIC 
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✓ 




✓ 


✓ 
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Windham County Family Support Program 
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✓ 
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Project Chance 
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Family Start 




✓ 




✓ 


✓ 


✓ 


✓ 


✓ 


6 


Family Foundations 


✓ 




✓ 


✓ 


✓ 




✓ 


✓ 


6 


Operation Family 




✓ 


✓ 


✓ 


✓ 




✓ 


✓ 


6 


Tennessee CAREs 


✓ 


✓ 


✓ 


✓ 


✓ 




✓ 




6 


Project Focus 


✓ 




✓ 


✓ 


✓ 


✓ 


✓ 


✓ 


7 


West CAP Full Circle Project 


✓ 


✓ 


✓ 


✓ 


✓ 


✓ 


✓ 


✓ 


8 


Project Family 


✓ 




✓ 


✓ 


✓ 


✓ 


✓ 


✓ 
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City of Albuquerque CCD? 
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✓ 


✓ 




✓ 
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Primero Los Ninos 
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✓ 


✓ 


✓ 


8 


Avance CCDP 
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✓ 


✓ 


✓ 


✓ 


✓ 


8 


ShareCare Program 


✓ 


✓ 


✓ 


✓ 


✓ 




✓ 


✓ 


7 


Mid-Iowa Community Action 






✓ 




✓ 


✓ 


✓ 


✓ 


6 


Project EAGLE 


✓ 


✓ 


✓ 


✓ 




✓ 


✓ 


✓ 


8 


Family Futures 


✓ 


✓ 


✓ 


✓ 


✓ 


✓ 




✓ 
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Community-Family Partnership Project 




✓ 


✓ 


✓ 


✓ 




✓ 


✓ 


6 


Conocimiento 




✓ 


V 


✓ 


✓ 




✓ 


✓ 


6 


ENRICH 




✓ 


✓ 


✓ 


✓ 


✓ 


✓ 


✓ 


7 


Families First 


✓ 


✓ 


✓ 


✓ 


✓ 


✓ 


✓ 


✓ 


6 



*CCDP projects are required to make these services/activities available to families. 
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of primary caregiver (teenager or not)* Projects have been slow in 
developing special programs for these teenage parents. However, as 
programs become stabilized, they are focusing more on this group. The 
services and activities made available to teen parents at two CCDP projects 
are described below. 

Three teen mothers at Project Focus are benefiting from the Traveling 
Grannies Program, which was created under an agreement negotiated by 
the CCDP project director with the State Gerontology Network The aim of 
this partnership is to help and train adolescent mothers who have little 
income or family support. The "granny" provides 5 to 6 hours per week to 
her "adopted granddaughter," helping with and teaching childrearing, 
cooking, schooling, transportation, and other necessities. The granny's 
efforts provide support to the CCDP home visitor/case manager. The 
granny gives hands-on parenting education in areas such as baby care, 
nutrition, housekeeping, budgeting, and grocery shopping. The granny also 
serves as a role model and, in some cases, as the young mother's best friend. 

Family Futures is one of the few CCDP projects that provides a "Teen 
Parent Advocate" (TPA) component h> its program. The TPA program 
manager conducts monthly workshops and classes targeted specifically to 
pregnant and parenting teens. The Ti A program manager and a case 
manager hosted a "Back to School* session, in August 1992, in which they 
offered advice and assistance to teenage parents interested in returning to 
high school or participating in another educational program. The TPA 
program offers a series of workshops on job-readiness skills (including 
r6sum6 writing, interviewing techniques, and appropriate attire and 
grooming) and has home-based lesson plans for teens to review financial 
management and to learn exercises for improving self-esteem. During the 
project's Family Camp, a relationship forum was sponsored for 20 
participants, including teenage mothers and fathers, to discuss issues 
regarding intimate relationships. The parents all have requested a followup 
session. 

Recreatio ; and Socialization Opportunities 

The high incidence of crime and violence that exists in communities in 
which CCDP families live has limited the families' opportunities for 
engaging in safe community recreational and socialization experiences. As a 
consequence, many low-income families have become socially isolated. 
Several CCDP projects have made a special effort to mitigate the effects of 
this isolation by providing opportunities for CCDP families to meet and 
socialize with one another in a safe environment. 

Project AFRIC family members enjoy monthly parents 1 socials; movies for 
adults and children; holiday parties; trips to the circus, theater, and ballet; 
picnics at State parks; summer camp for the 5- to 13-year-olds (46 
attended); storytelling and dance contest events; and door prize drawings to 
encourage attendance at the parent advisory council (PAC) meetings. 
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Project C provides similar activities. During the year parents and chil dren 
watch movies, hold holiday parties, and attend the theater. The project also 
has sponsored a spring children's carnival and special programs that 
facilitate interaction between the mothers and their children. Throughout 
the summer, 21 children took part in the Positive Image Program, which 
provided games, sports, and field trips to a variety of places, including the 
library, ballparks, zoos, and botanical gardens. 

Having access to such recreational and socialization activities appears to 
help family members relieve the stress of living in low-income 
neighborhoods, to mitigate the effects of social isolation, and to foster a 
sense of community and hope. 

Legal Assistance 

Low-income families have difficulty accessing legal assistance due to a 
paucity of resources or lack of nwessary funds. Although the public 
defender system and law school pro bono programs bridge some of this gap, 
legal aid remains well beyond the resources available to most low-income 
families. To address this need, several CCDP projects have arranged for 
legal assistance for their families. Three examples of such assistance are 
described in the following paragraphs, 

• One CCDP project, Avance, has arranged— at no cost to the family— for 
the provision of legal advocacy to handle traffic violations, fine 
requirements, plea bargaining for personal recognizance bonding, the 
preparation of wills and affidavits of heirs, and U,S, Immigration and 
Naturalization Service citizenship dispositions, 

• Tennessee CAKEs provided legal assistance and referrals to a program 
mother who needed a divorce before her bank application for housing 
could be approved In another case, project staff collaborated with local 
lawyers to assist in the preparation of a CCDP participant's chil d 
custody case, 

• Family Futures has facilitated "legal audits" to be performed by the local 
legal aid and legal services organizations. This service assists with any 
legal issues confronting CCDP family members and explains their rights 
with regard to issues such as child support or a defaulted student loan- 
all at no cost to the family member. The audits consist of indepth 
interviews conducted by the Legal Aid Society with individual family 
members. Following the interviews, the audits are reviewed by a 
sta ffin g committee that identifies legal problems and refers the clients 
either to staff attorneys from the Legal Aid Society or to volunteer 
attorneys from the State Lawyers Committee. , 

Family Futures volunteer attorneys assist with most of the legal problems 
that project families face. The volunteer attorneys maintain ongoing 
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relationships with the families and are able to follow up on their progress 
and handle any new legal issues that may arise. 

Volunteer Programs 

One way to help foster a low-income family's sense of ownership in CCDP 
projects and in their communities is to provide opportunities for 
volunteering to help improve the CCDP and the larger community. 
Examples of parent volunteer programs are described below* 

Families First provides adult family member volunteers with free 
management training in all face; .3 of running the project's clothing bant 
During the last fiscal quarter, 11 paren ts participated in 31 sessions of 
management training. This training focused on the organization and 
implementation of the library system, on inventoiy, on quality control, and 
on stock work Parents also volunteered to participate in such activities as 
the PAC; the management and production of the project newsletter; the 
child care cooperative; the advisory board; and miscellaneous tasks, such as 
painting signs and administrative duties, 

Volunteerism also is a source of resources outside the program. Many 
CCDP projects provide volunteer opportunities for community members. 
For example, in Families First, community volunteers planted trees; cleaned 
up, landscaped, and repaired the project property; helped child care 
providers; ran recycling programs; and— together with project parents- 
helped organize and manage the project's clothing hq^lr 

The Albuquerque CCDFs community volunteers conduct one-on-one 
employment and training needs interviews. To date, a total of 140 of these 
interviews have been conducted, with the assistance of one university 
intern. 

Some projects benefit from significant amounts of time contributed by 
community volunteers. In one 12-month period, ENRICH benefited from 
1,885 hours of community volunteer for the following types at services: 

• Child development services; 

• Legal services; 

• Social services; 

• Clerical services; 

• Planning services; 

• Job development; 

• Parent education; 

• Parent council work; 

• Translator services; 

• Research services; 

• Librarian services; 

• Psychiatric services; and 

• Staff training services. 
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Emergency Assistance 

CCDP families often face recurrent crises that can interfere with their 
ability to attain economic and social self-sufficiency. Some of these crises 
include the inability to pay rent or utility bills, lade of basic necessities such 
as food or clothing, medical emergencies, damage to housing resulting in 
abandonment of the residence, lack of money to repair a car necessary to 
reach a job, or the inability of unemployed individuals to pay for job 
training. 

During site visits to CCDP projects in their startup phase, it was observed 
that CCDP staff spent significant amounts of time dealing with family 
crises (e«e CSR, 1991). It was evident that if CCDP projects were to help 
families achieve self-sufficiency, they needed to identify sources of 
emergency assistance in the community or to provide emergency assistance 
directly. All CCDP projects currently provide such support to piDgram 
families. Several examples of emergency assistance activities provided by 
CCDP projects are described below. 

The Windham County (Vermont) Family Support Program distributes CCDP 
funds to help with needs such as the following: 

Replacement of a broken electric water heater by a more efficient one 
fueled by natural gas; 

Training for a father to obtain a commercial tractor trailer driver's 
license; 

Security deposit for a new natural gas account; 
Payment for a first-time oil deJivery; 

GED examination *ee and physical examination fba (both required for a 
vocational training program); 

Rental security deposit and/or rent; 

Weatherization of a home; 

Food; 

Fuel, auto repair, auto insurance, and/or auto insurance payment; 

Utility payments; and 

Lawyer fees for a custody hearing. 

Over the course of 1 year, Families First provided emergency assistance in 
562 situations. These emergency assistance grants included the following: 
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• 234 grants (41 percent) for transportation, including bus tokens (118), 
gas vouchers (110), car insurance (2), and car repairs (4); 

• 144 grants (26 percent) for food (81), clothing (34), and diapers (20); 

• 64 grants (11 percent) for housing-related expenses, including utility 
bills (38) and rent (26); and 

• 120 grants (21 percent) for other emergencies, including funds to 
complete training/education programs (28), medical emergencies not 
covered by insurance (49), furniture replacement (15), emergency storage 
(2), and miscellaneous (26). 

Operation Family brokers emergency services for CCDP f amili es. The 
organization convinced other local organizations that, by providing 
emergency assistance in the community, they could redirect their efforts to 
provide more assistance to families working toward self-suffi ciency . This 
has resulted in the following impacts: 

• Operation Family assisted with nonemergency funds for such items as 
tuition, clothing, school supplies, and books* 

• Volunteers in these and other similar organizations provided food and 
gifts at holidays and have "adopted" families to provide one-on-one 
support. 

Loan Funds 

Another major difficulty faced by low-income families involves obtaining 
loans for housing, cars, education, and other items or services that could 
help families achieve self-sufficiency. Unlike emergency assistance, loans 
provided by CCDP projects must be paid back, often at reduced interest 
rates. Usually the loan fund is administered in cooperation with a local 
bank which handles some or all administrative, fiscal, and clerical duties. 
The provision of low-interest loans serves two main purposes: (1) the loan 
helps meet a critical economic or social need and (2) families learn about the 
process of applying for a loan and budgeting for the repayment of the loan, 
A description of an exemplary loan program follows* 

West CAP Full Circle Project, a rural CCDP project, provides two types of 
loans: (1) participant self-sufficiency loans and (2) child care development 
loans. As of March 31, 1993, the CCDP had approved 64 self-sufficiency 
loans totaling $59,650, for an average of $932 per loan. The most frequent 
reasons for requesting loans were for the purchase of a used car or for the 
purchase of auto insurance. Repayment of the loans has been remarkably 
consistent, with only a handful of defaulters. Defaulters are involved in 
developing an alternate payback plan, such as reduced payments or by 
working off their balance by assisting with program activities or with 
facilities maintenance. 

2*1 
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The Child Care Development Loan Fund is intended to provide loans to 
existing and potential child care providers to assist them in providing care 
for additional children or to enhance the provider's current program This 
fund has impacted both the quantity and quality of child care available to 
families in the area. 

The importance of providing these loans is summarized as follows by a 
county human services representative: 

I want to take the opportunity to express what an asset the CCDP 
has been to our...area. There are many reasons why this project is 
an asset. The foremost of these are the two loan funds, the 
Participant Self-Sufficiency and the Child Care Development Loan 
Funds. Both of these funds have had an extremely positive impact 
on project participants and child care providers. 

Parent Advisory Councils 

Although CCDP projects are required to include parents on their advisory 
f° a ^> r anot ^ r opportunity for parent input and ownership is provided by 
the PA^. s. PAC's, which are made up entirely of program parents, serve as 
the voice of all program parents in communications and discussions with the 
advisory boards, the project staff, and representatives of other community 
agencies. In some cases, the PACs are responsible for selecting or electing 
parents who serve on the program's advisory board. This volunteer 
opportunity provides two-way communication between parents and staff as 
well as parents and community leaders. 

PAC's manage newsletters, help with home visits and training sessions, and 
conduct policy group meetings. Parents can assist staff in setting the goals 
of the local program and of other community institutions concerned with 
children and families, which allows parents and staff to see these goals as 
an interrelated system. An example of the types of activities in which 
PAC's are engaged is provided below. 

Program Chance's PAC manages an ongoing and successful food cooperative, 
which created and maintains a linkage agreement with a local public 
housing project's tenant association. This agreement provides for the 
residents of the housing proji ;ct to become members of the cooperative. 
These parents have taken full responsibility for implementing and 
administering the food cooperative. 

Advocacy 

Some projects advocate for their community and thereby provide the 
opportunity for participants to advocate for themselves and for their 
neighbors. The following letter is taken from the MICA (Iowa) CCDP 
newsletter: 
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On Co mmunit y Planning Day, April 21, 1992, 7,000 participants of 
all ages and from all walks of life joined the circle of people who 
came together in homes, schools, and churches throughout five 
adjacent counties in a large mid-western State to reaffirm their 
values about families and offer strategies for translating those values 
into reality. They talked about ways to ensure that all families and 
children have the opportunity to be safe, educated, productive 
members of their communities. 

This event was sponsored by MICA in cooperation with a coalition of 50 
human services organizations and educational institutions from 5 local 
counties. This collaborative effort had, for the previous 18 months, 
addressed issues affecting these at-risk children and families. 

In fall 1991, MICA received a $200,000 grant from DHHS to lead the 
coalition in a community planning project. MICA was one of only three 
family services agencies throughout the Nation to receive this community 
coalition funding from DHHS and was the only project operating in a rural 



To involve young peopie in this community planning process, middle schools 
and high schools in each of the 25 school districts used the program 
materials in classroom activities to allow students to share their ideas about 
what it takes for families to be successful in their communities. 

Having struggled with many family-related concerns for some time, the 
coalition and its members knew that before significant changes would occur 
_ in the way communities responded to at-risk families and children, a much 
larger number of people iieeded to be drawn into the discussion about risk 
issues. 

The strategy of holding 1,000 meetings in homes, schools, churches, and 
tewnhalls was designed to access ideas from the largest possible number of 
people. The coalition thought that if the meetings were held by people from 
all walks of life and if hosts could invite anyone to attend, then the coalition 
would gain the largest diversity of ideas and opinions, thus virtually 
guaranteeing that all viewpoints would be represented when the community 
plan's development began. 

.Community Planning Day provided residents the opportunity to express 
their own values about youth and families and to have input into strategic 
decisions with regard to how to establish those values in the co mmuni ty 

More than 1,500 of the original participants elected to take part in Phase 2 
of the process by forming task forces in 19 communities to further analyze 
and research the issues on local, county, and regional levels and to make 
recommendations to the coalition. The intent was to consolidate the work of 
all the task forces into a communitywide and community-based plan of 
action to increase the well-being of families. Each task force's 
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recommendations are being incorporated in a formal community plan to 
bring about structural changes in the human services and education 
systems, to shape community values, and to impact public policy so as to 
create a social climate that nurtures the continuing growth and 
development of all community members. 

The coalition is seeking formal endorsement of and commitment to the plan 
from local community leaders and decisionmakers through a series of 
presentations to city councils, county boards of supervisors, school boards, 
and boards of directors of human services organizations. The coalition is 
asking these bodies to do what is necessary — be it redirecting or allocating 
resources, making changes in the way services are delivered, or advocating 
at a State or national level to change policy regarding a particular issue — to 
activate the plan. 

Forums for Participant Feedback 

CCDP families find additional avenues for input in the form of participant 
surveys and family grievance procedures. An example of such a procedure 
is administering questionnaires to participating parents and agency 
personnel. These avenues represent vehicles to facilitate the collection of 
valuable data on participants' satisfaction (or lack thereof) with CCDP 
services 

The Avance CCDP project mandates that all its case managers provide their 
families with a written copy of Avance's grievance procedure and must 
discuss the procedure with all the project's families. The procedures require 
that families and case managers must make every attempt to resolve 
disagreements and that the case management coordinator be informed of 
the situation. If necessary, a meeting is scheduled by the case manager to 
include the family, the case manager, and the case management 
coordinator. The procedure further provides that if the case is not resolved 
at this level, the family has the option of scheduling another meeting that 
includes the project director. 

MICA created two survey instruments: one for families to measure their 
satisfaction and one for coordinating agencies to rate the project's 
effectiveness to date and to identify programmatic issues of concern. The 
Family Satisfaction Survey asked families to rank MICA on 40 different 
areas and aspects of services on a scale of 1 to 5 (1 indicating "not at all 
satisfied,* and 5 indicating "totally satisfied*). MICA averaged 4.1 out of 5 
on the 40 services and issues. The Family Satisfaction Survey also asked 
for input from the participants regarding their interest in additional 
services and need for additional information. Participants asked for more 
family recreational activities (73 percent), children's activities (69 percent), 
a men's support group (15 percent), and job clubs (19 percent). Families 
asked for more information -brut "How to see the world through my child's 
eyes* and "How to help m T child stay away from drugs and alcohol.* 
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Project Focus measured families 9 satisfaction in seven areas, using a survey 
distributed by home visitors during their home visits. Parents were asked 
to complete the survey and mail it to Project Focus in postage-paid 
envelopes. Of 100 surveys distributed, 56 were returned Project Focus 
averaged 7,29 on the satisfaction scale of 1 to 8 (8 being "very satisfied"). 
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Chapter 3. CONCEPTUAL FRAMEWORK FOR FEASIBILITY 

ANALYSIS AND PROCESS EVALUATION MODELS 



The implementation of the Comprehensive Child Development Program 
(CCDP) has been a complex undertaking, with many features contributing 
to this complexity. For example, the following features have combined to 
make CCDP startup a challenging undertaking: social and economic 
disorganization of low-income communities; the absence of existing 
community models for the delivery of comprehensive services; the 
limitations of community human service resources; the absence of integrated 
service delivery networks; the number, level, and comprehensiveness of 
services to be provided; the extensive multifaceted needs of program 
families; and cultural attitudes concerning human services programs. To 
provide information relevant to future policy and programs, the 
Administration on Children, Youth and Families (ACYF) chose to carefully 
study the feasibility of CCDP implementation and to analyze the processes 
and costs of ongoing activities. That is, ACYF chose to examine (1) whether 
and how these programs can be implemented successfully to meet the goals 
of the program and the needs of the families, (2) whether these family and 
program goals were achieved, and (S) the cost of operating a CCDP project. 

Although local CCDP projects use varying service delivery systems and 
services integration arrangements to provide services, all CCDP projects 
have the following common goals: 

• To enhance family development and stability through family 
empowerment; 

• To enable economic and social self-sufficiency; and 

• To optimize early childhood development 

These goals frame the following overarching research question for a 
feasibility analysis and process evaluation of CCDP: How and to what 
degree are services made available and utilized (1) to address family needs 
and goals and (2) to promote positive family development? To answer this 
question, one must have an understanding of the development of CCDP 
projects and the means vnd costs of service provision and use within and 
across sites to meet family needs. This focus involves both (1) discerning 
the contingencies that affect the feasibility of developing a coordinated, 
family-based service program and (2) identifying and studying those 
contingencies in addition to the family characteristics and needs that affect 
service utilization and goal attainment 



121 



3-1 



CCDP — A National Family Support Demonstration: Interim Report to Congress 



The issue of. visibility concerns the success of implementing a coordinated 
service system at the local level that makes comprehensive human services 
available and accessible to families, without incurring excessive costs. The 
issue is to ascertain if it is possible to establish a CCDP project as originally 
intended. In order to answer this question, one must study the issues 
surrounding program startup, such as the community and organizational 
settings, resources and support of the grantee agency, and the 
characteristics and natures of the populations residing in those 
communities. 

The main issue addressed by the process evaluation concerns the provision 
and use of services within the service delivery system and program 
established by a local CCDP project. The process evaluation seeks to 
answer such questions as the following: 

• How are services actually provided and utilized? 

• Are family and individual goals met? 

• What are the factors that affect service utilization and goal attainment? 

• How satisfied are families with CCDP? 

• How has CCDP impacted the community? 

• What factors are related to project attrition? 

• How much does it cost to operate a stabilized and fully functioning 
CCDP project? 

An overview of the conceptual model to be used as the framework for 
conducting the feasibility analysis and process evaluations follows? as well 
as a discussion of which components of this model will be presented in this 
interim report. 



CONCEPTUAL MODEL 

The foundation for the CCDP feasibility analysis and process evaluation 
conceptual model is Bronfenbrenner's (1979) ecological theory of human 
development The two main aspects of an ecological theory of family 
support and child development intervention are as follows: 

• Incorporation and utilization of inputs from a system that consolidates 
feedback among several levels of organization (e.g., individual, family, 
project, community, and culture); and 

• The assumption that change processes are an inherent component of 
each level of the system (Dym, 1988). 
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As Bach, the design of an ecologically based program should account for 
context, connection, stability, and change at each level of the system. As 
discussed below, the design of the conceptual model for the CCDP feasibility 
assessment and process evaluation explicitly incorporates these concepts. 

The feasibility analysis and process evaluation models presented in the 
CCDP First Annual Report (CSR, 1991) provided the groundwork for the 
development of a revised conceptual model. These earlier models were 
somewhat limited in their ability to adequately capture factors associated 
with variations in the CCDP projects' feasibility and processes. First, the 
models were static, meaning they failed to allow for changes in 
communities, projects, and families over time. Second, co mmu nity context 
was defined narrowly as a set of exogenous input variables affecting service 
utilization. 

In the revised and expanded conceptual model illustrated in Exhibit 3-1 
following the next page, CCDP projects go through a series of chronological 
organization lifecycles. Also, connections among components of the model 
are conceived as primarily comprising bidirectional (versus unidirectional) 
cause-and-eSeet relationships. Finally, the community context is 
conceptualized as a broad set of multilayered distal and proximal variables 
that affect, and are affected by, both the feasibility and operational 
processes of CCDP projects. Because the revised conceptual model in 
Exhibit 3-1 includes community context as a core component influencing, 
and being influenced by, both feasibility and process model components, a 
discussion of community context is presented first, followed by a discussion 
of the concept of stability and change. This is followed by a discussion of 
the feasibility analysis and process evaluation models. 

Community Context 

In keeping with an ecological framework, community context plays a critical 
role in the feasibility of CCDP projects. Community context includes the 
social, economic, political, and cultural factors and characteristics that make 
up the local environment in which a CCDP project operates. More 
specifically, community context includes the following: 

• Socioeconomic characteristics of the community (e.g., the availability of 
housing and jobs) and the relative position of the community regarding 
these characteristics within a larger context (e.g., city, State, and the 
Nation); 

• The degree of social disorganization and problems in the community 
(e.g., alcohol and other drug abuse, teenage pregnancy, and racial 
tensions) and the community's relative position within the larger 
context; and 
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• Attitudes and perceptions of local public and private agencies regarding 
a CCDP project, its grantee agency, and the philosophy of CCDP prior to 
and subsequent to the implementation of that CCDP project 

The community context plays a major role in the feasibility of implementing 
and operating a CCDP project. For example, the resources available in the 
community affect a CCDP project's ability to build a coordinated service 
system for CCDP families. Other community resources, such as available 
housing, public transportation, and employment opportunities also may 
affect the structure of CCDP and patterns of service utilization. The 
community context may affect the CCDP model through the existence or 
nonexistence of social support and belief systems that encourage and 
facilitate services utilization and project participation. For example, 
community values that support higher education and discourage dependence 
on Government support may affect families 1 use of and participation in 
CCDP. The community's characteristics, such as urban or rural nature, 
crime level, prevalence of drug use, and poverty level, also may affect the 
specific delivery characteristics of the CCDP model. Community context 
thus acts both as a structural framework within which project-family 
interactions develop and as an external source of "inputs" (e.g., barriers and 
facilitators) to the project processes that have an impact on the feasibility of 
implementing a CCDP project 

Community context is envisioned as impacting both human and 
organizational developmental processes at each stage of individual or project 
development. For example, socioeconomic characteristics of a community 
affect the nature of families' needs and goals and influence each CCDP 
project's ability to provide quality services based on local project resources, 
community resources? and supposi. As the socioeconomic characteristics of a 
community change over time, families and CCDP projects must adjust 
accordingly. For example, if a community loses a mqjor industry, 
individuals who worked in that industry are faced with finding other 
employment. As a result, CCDP projects may need to change the focus of 
their adult vocational/technical and educational programs to help 1 aid-off 
workers make the transition to another line of work. These changes made 
by families and projects may, in turn, lead to an improved economic base. 
For example, when a manufacturing-based economy is replaced by a 
service-based economy, workers may begin to think about alternative future 
employment opportunities, and CCDP may decide to focus on retraining 
adults for service versus manufacturing jobs. The combination of these 
factors may result in the establishment of a local source of service industry 
workers. 

Stability and Change 

The concept of a lifecycle is particularly useful in describing the 
development of CCDP projects. As shown in Exhibit 3-1, CCDP projects can 
be conceived as attaining different phases of the lifecycle at different rates. 
At the programmatic level, the conceptual model incorporates the following 
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four basic lifecycle phases: (1) the startup phase; (2) the growth, 
development! or transformational phase; (3) the stable/mature phase; and 
(4) the institutionalization phase. Chapter 4 presents a preliminary 
analysis of the projects 9 progressions through these phases. 

Feasibility Analysis 

The first part of the CCDP-re vised conceptual model presented in 
Exhibit 3-1 comprises four general components hypothesized to affect the 
development and characteristics of a CCDP project (see left side of 
Exhibit 3-1). This portion of the model addresses the feasibility offsetting 
up a coordinated system at the local level that makes comprehensive human 
services available and accessible to families* (CSR, 1991, p. 13). A 
description of the four feasibility components of the model — (1) community 
resources and support, (2) the grantee agency, (3) local project resources, 
and (4) family characteristics— that affect a project's development during 
the startup phase follows. The specific variables associated with each of 
these components are presented in Exhibit 3-2 following the next page. 

Community Resources and Support 

A major feature of a coordinated service system for CCDP families is the 
development of cooperative arrangements between the CCDP project and 
other service agencies as well as the strength and duration of community 
agency support for CCDP. Thus, the feasibility analysis also concerns the 
availability and quality of other services in the community and the response 
of public and other community agencies to the local CCDP project and its 
mission. For example, in communities thai have access to a relatively large 
number of high-quality services, CCDP projects can focus more on 
integrating services, as opposed to focusing on identifying or developing 
services in resource-poor communities. 

The history of interagency cooperation and service integration which existed 
in the community prior to CCDP implementation also influences program 
development and characteristics. For example, in communities where the 
coordination of agency efforts has been neglected, CCDP projects' efforts to 
take a lead role in services integration may be welcomed or perhaps viewed 
as interfering with the existing system. How well CCDP is received will be 
related to the skills and sensitivities that CCDP staff bring to the effort of 
integrating services. For example, in communities where past services 
integration efforts have failed, the CCDP staffs efforts to integrate services 
may be viewed as intrusive or redundant 

Finally, different community attributes (e.g., crime and poverty levels) affect 
the feasibility of implementing CCDP projects in rural versus urban 
settings. For example, urban communities typically are plagued by a 
greater number of risk factors than rural communities. Therefore, in urban 
CCDP projects, case managers and other line staff often have experienced 
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difficulties progressing beyond the management of families 1 crises. On the 
other hand, the lack of transportation tends to be a more salient problem in 
rural areas than in urban areas. Thus, rural CCDP projects typically spend 
a large percentage of their budgets on transportation services. In both 
examples, the feasibility of implementing a CCDP project is influenced by 
attributes of the community. 

Grantee Agency 

Different types of grantee agencies may influence project development in 
different ways. First, the type of grantee agency can determine which 
services the CCDP project will provide and which will be provided through 
referral and cooperative arrangements. For example, coordinating health 
services for CCDP families may be less of an issue in program development 
for a grantee that is a mqjor community health agency. 1 

The type of agency also may affect staff recruitment and development 
requirements. For instance, a family services agency, with a history of 
providing community outreach and case management services, may have 
fewer staff development requirements or problems in implementing a case 
management model. In turn, CCDP projects that spend less effort and 
fewer resources training staff should find fewer barriers to implementing a 
system of comprehensive services. 

Another important factor affecting the feasibility of implementing a CCDP 
project is the stature and leadership role of the grantee agency in the 
community. For example, it is expected that attempts to establish formal 
interagency agreements would be facilitated by a grantee agency that 
already has a mcyor leadership position in the community services network. 
Grantee agencies that provide strong leadership also provide a model for 
CCDP management staff 

Local Project Resources 

Local project resources, which include factors such as the availability and 
adequacy of office space, qualified staff, staffing levels, funding streams, 
services, materials, and transportation, as well as management organization 
and strengths, also can affect CCDP projects. A project's ability to sera 
families effectively can be affected greatly by the administrative 
characteristics of both the project and its parent agency. For example, 
inadequate office space, too few staff to serve families effectively, or even an 
agency's lack of experience in administering a large Federal grant relate 
directly to the feasibility of project implementation. 



'This suggests that the feasibility of implementing a CCDP project should be analyzed in terms of implementing 
specuc components ci a CCDP project in addition to the overall implementation feasibility. 
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Family Characteristics 



Characteristics of CCDP families — including demographic characteristics, 

• the level and extent of the families' needs, the families' cultural values, and 

the families' attitudes toward the program and the wider community service 
system— can influence both the structural and operational components that 
compose the CCDP model. Families with different educational levels may 
exhibit different ability levels and/or willingnesses to participate in CCDP 

9 activities. Variations in participation levels in turn will influence the level 

and intensity of services provided by program staff. For example, compared 
to families motivated to participate in CCDP services or activities, families 
that resist participation in CCDP require a greater effort on the part of the 
program staff in motivating them to participate. 

• Changes in Feasibility Components 

In addition to providing inputs into the development of the CCDP projects, 
the feasibility components discussed above are depicted in Exhibit 3-1 as 
possibly changing over time due to the development and maturation of the 
9 CCDP project. Examples of this feedback loop between each of the 

feasibility components and CCDP projects are provided below. 

The availability and quality of community human services will play a mqjor 
role in the characteristics and structure of particular CCDP projects. For 
example, in communities where there is a significant lack of available 

• quality child care services, CCDP projects may need to expend a significant 

amount of their resources and time developing these services, with the 
likely result that additional community child care services will be mad e 
available. 



£ CCDP grantee agencies that have heretofore played minor roles in their 

local service network systems may view the implementation of CCDP 
projects as an opportunity to increase their own visibility and stature in the 
community. By providing strong administrative and financial support to a 
CCDP project's efforts to strengthen services integration in the community, 
a grantee agency can play a mqjor role in reshaping a project's functional 

• character. 



Finally, cultural, attitudinal, and behavioral characteristics, as well as the 
needs and goals of Cr^P-eligible families, have an influence on the nature 
of a CCDP project throughout its lifecycle. In communities where many 
families have exhibited generally negative attitudes about traditional social 
service agencies, CCDP, through its emphasis on empowerment, could affect 
changes in families' attitudes about participating in social services. 
Furthermore, CCDP projects focus on making families believe in themselves 
and their potential for growth. These efforts could shift family priorities 
from deficit reduction to empowerment goals. For example, in communities 
where housing is a particularly salient problem, CCDP projects strive first 
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to satisfy the need for affordable, quality housing, thus allowing families to 
focus more of their efforts on empowerment activities such as job training 
and/or educational advancement 

Process Evaluation 

The process evaluation segment of the conceptual model contains the 
following three additional components: (1) the CCDP characteristics, 
(2) family needs and goals, and (3) service utilization and program 
participation (see Exhibit 3-1). A description of these components follows. 
The specific variables associated with each of these components are 
presented in Exhibit 3-2. 

CCDP Characteristics 

CCDP characteristics encompass the following: quality and availability of 
services provided; delivery system used; staff, organizational structure, 
facilities, philosophical approach, and curricula used; and interrelationships 
with cooperating agencies. CCDP models are influenced by the four 
feasibility variables and affect services utilization and goal attainment; 
therefore, CCDP characteristics are components of both the feasibility and 
process evaluation models. 2 The question for service utilization is whether, 
or how, program operations facilitate service use by families. For examp le, 
there are concerns over whether differences in the service delivery systems 
across projects are related to differences in the frequency and intensity of 
services utilization. Also of interest are common attributes in the service 
systems across projects that facilitate or impede efforts to address ikroily 
needs and g oa ls. 

Family Needs and Goals 

A common goal of CCDP is that services are provided and utilized to 
address family needs and goals. This gc \ suggests two analytical issues: 
(1) the types and extent of family needs within and across CCDP projects 
and how they relate to actual service use and (2) the degree to which 
families attain their goals. The degree and intensity of services that are 
developed or i \de available to meet family needs also will be examine d 



*Which component tho CCDP project belongs to depends on the focus of the analysis at hand. In 
analyses focused on startup processes and feasibility issues, the CCDP project is treated as a set of 
dependent variables in the feasibility analysis. In analyses considering project processes as they change 
over time, the CCDP project is treated alternatively either as an independent variable (affecting changes in 
families and the community) or as a dependent variable (being affected directly or indirectly by family 
problems, needs, and goals established; service utilization and project participation; community resources 
and support; the grantee agency, local project resources; family characteristics; and the community context). 

34 



132 



Conceptual Framework lor Feasibility Analysis and Process Evaluation Models 



ERIC 



Service Utilization and Project Participation 

Families vary according to the types, frequency, and patterns of their 
services utilization and participation in CCDP. This variation is in large 
part a function of the types of needs, problems, and goals identified and 
established as part of the case management process. Also, service 
utilization patterns can be described as the degree to which there is a 
"goodness of fit" between established needs and goals, the characteristics 
and quality of the CCDP project, and the q: _ality of available services. 
Service utilization patterns will be described in this interim report in terms 
of frequencies and the average number of services utilized in the first half of 
Fiscal Year 1993. 

In this interim report to Congress, as well as in the fmnl report to Congress, 
the study of service utilization and goal attainment will encompass both 
quantitative and qualitative analyses. However, in this interim report the 
focus will be on examining factors within each component of the model, 
whereas in the final report the focus will be on ftynmining interrelationships 
between components. 

Process Outcome Variables 

Process outcome variables are defined as those family, project, or 
community outcomes associated with the processes of implementing, 
operating, and adapting the CCDP model relative to the needs and goals of 
f amili es. Examples of variables reflecting project processes are case 
management (family level), staff training (project level), and interagency 
agreements (community level). Although there is differentiation among 
these three levels of prqject processes, in reality they overlap in their 
influence on outcomes. For example, identification of needs and goals is 
mainly a function of the case management process (family level). However, 
the availability and accessibility of services used by the family to attain its 
goals is partly a function of the number and types of interagency 
agreements (community level). Furthermore, the type and intensity of case 
management training also will be related to the success of identifying and 
accessing appropriate services (project level). 

Other Outcomes: Attrition and Costs 

In addition to the process outcomes discussed above, an analysis of two 
additional outcomes — attrition (terminations) and costs — are included in 
this interim report (see Chapters 5 and 8, respectively). Questions 
regarding these outcomes will address both the feasibility of CCDP and the 
nature (i.e., the how and why) of project processes. For example, 
examinations of attrition patterns and reasons for terminations could shed 
light on the quality of certain Bervice component models for encouraging 
project participatiqn and enrollment. Likewise, on examination of cost 
patterns could address such issues as which program and community 
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variables affect CCDP expenses and whether variations in costs are related 
to variations in process outcomes* 

For the sake of visual simplicity, and because analyses of attrition and costs 
are envisioned as addressing questions about both the feasibility and 
processes of CCDP, these outcomes are not included in Exhibit 3-1. 
However, in Exhibit 3-2 — in which specific variables associated with each of 
the model's components are presented — these outcomes are included on the 
right-hand side. 

Data Sources for the Feasibility Analysis and Process Evaluation 

The CCDP projects' proposals, budgets, and quarterly progress reports 
provide information on the formal structure of the service network (e.g., 
interagency agreements and services provided by the CCDP project), the 
progress and changes in program development and management (e.g., staff 
hiring, personnel functions, and family recruitment), and costs. 
Ethnographers 9 reports provide more detailed data on the process of 
program implementation, providing descriptions and insights on how 
community resources and supports, grantee agency attributes, local project 
resources, and family characteristics and behavior facilitate or impede 
program implementation. In short, the ethnographers' reports provide data 
on the dynamics and natural history of the implementation an d ongoing 
operation of the local CCDP projects. Site visits provide data on the status 
of program development in terms of the design and intent of the national 
CCDP demonstration program. The management information system (MIS) 
provides more quantitative data on families *md service descriptions 
relevant to feasibility questions. 

Management Information System 

The MIS was developed (1) to provide part of the data used to respond to 
congressionally mandated data requirements as specified in Public Law 
100-297 and (2) to answer a series of management analysis questions (see 
Exhibit 3-3 on the following page). The need for these data was stated in 
the December 29, 1988, Federal Register, and in a supplement to this 
announcement that stated that grantees would be required to use an MIS. 
The MIS was to record data on families, programs, staff, the programs' 
collaborative arrangements, ongoing services, and costs. The developmental 
process for the MIS was a thorough one, involving grantee input from the 
beginning. MIS forms were revised extensively to accommodate the 
grantees' comments and concerns about form content, the feasibility of 
obtaining the information, the burden involved in form completion, and the 
information that would be useful to grantees for their own purposes. Field 
tests of the MIS data collection forms were conducted at four sites. The 
field tests resulted in an improvement in the precision and utility of the 
forms and data definitions. Because the MIS collects individual data on 
program participants, the system had to be approved by the U.S. Office of 
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Management Analysis Questions 
(Used To Design the CCDP Management Information System) 



2. 



3. 



4. 



6. 



8. 



10. 



11. 



What planning strategies are being used in implementing a CCDP model? How much time is 
needed for a program to become fully operational? How much time »s needed to achieve stability In 
providing core services to enrolled families? 

What are the characteristics of the various coordinatioh/collaboration arrangements used by 
grantees? How are CCDP s> linked with other service providers? Is there duplication of services? 
What is the relationship between available services and the proximity of enrolled families? 

What are the characteristics of enrolled families? How do these families compare with the 
characteristics of poverty families in the community? 

Which non-CCDP-sponsored services are enrolled children and families receiving? Which 
CCDP-sponsored services (health, social, educational, and child care) are enrolled children and 
families receiving? Are they receiving ail the core services requiret by this program? Describe the 
duration and frequency of such services by type. Are these services compatible to the dhferent 
assessed needs and special needs of children and parents? How are the needs of enrolled families 
being assessed? 

Which educational models are being used? Are children receiving educational activities that are 
developmental^ appropriate? Describe classroom and staff characteristics. 

Describe the characteristics of program models, service delivery systems, and coordination 
arrangements over time. 

Describe the extent of parent participation in the program and the degree and type of activity. Does 
this activity vary by characteristics of the family, such as socioeconomic status, number of children, 
ages of children, and family structure? Does it vary by characteristics of the program? Describe the 
extent to which families are achieving goals and the amount of progress they are making. 

Describe whether services aro consistent with acceptable Federal, State, or local standards 
including Head Start Performance Standards. 

Describe the costs (CCDP money and non-CCDP money) of providing services by category, family, 
family member, program model, and auspice. Compare with the costs that other service families 
would be (or still are) receiving. How do these cost? vary as a function of the specific 
coordination/collaboration arrangement? 

What is the attrition rate of enrolled families? Does it vary by family characteristics? Why do 
families leave? 

What are the characteristics of replacement families? How do they compare with families they 
replace? 



12. What are the barriers that the projects experienced in program Implementation? 
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Management and Budget. The MIS was submitted for approval in 
June 1990, and unconditional approval was received on April 26, 1991. 

Data are recorded in the MIS on the program, family , and individual family 
member levels, and all services received by family members are documented 
in the system, A sequential format enables the assessment of family needs, 
the service plan, goal attainment, and utilization of the services to assist in 
meeting goals. The information modules contained in the system are listed 
in the table below. 



MS INFORMATION MODULES 


Project profile 


Adult educational/Vocational course attendance 


Project budget 


Child educational program description 


Quarterly expenditures 


Home visiting program description 


Services location profile 


Child educational program attendance 


• Services 


• Staff 




• Licensed facility description 




Area demographics 


Family services contact summary 


Recruitment 


Health/(re)habilita!ive services 


Family profile 


Pregnancy description 


Volunteer participation 


Birth record 


Adult educational/vocational program 


Death record 


description 




Adult educational/vocational course 




description 





MIS data are used for the quantitative analysis of family characteristics; 
family problems, needs, and goals; service utilization; volunteer 
participation; and CCDP costs. MIS data related to each of these areas 
are as follow: 



• Family characteristics.— -The mqjor form in the MIS for family 
characteristics is the Family Profile Form. This form includes 
sotiodemographic information on families and individual family 
members. It also includes information regarding reasons far 
terminations from CCDP. 

• Family problems, needs, and goals.— -The mqjor form in the MIS for 
both family and individual family member needs and goals is the 
Family Assessment Form. The services planned to address family 
goals are recorded on this form. 

• Service utilization. — A record of services received is included on the 
following forms: Services Contact Summary, Adult Educational/ 
Vocational Course Attendance, Child Care/Educational Program 
Attendance, Home Visiting Program Description, and 
Health/(Re)habilitative Services. 
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• Volunteer participation.— Data from the MIS Volunteer Participation 
Form were utilized to document activities of both CCDP participants 
and community volunteers. 

• CCDP costs. — The main source of data for the cost analysis is die 
projects' budgets. This data source is supplemented by data from the 
MIS project budget and quarterly expenditure forms. In the final 
report, data for the cost analysis will come from the MIS and time 
allocation studies. The MIS will contain the unit costs for services 
provided through some interagency contracts and agreements. Time 
allocation studies will determine the CCDP staff costs for different 
service areas. The cost analysis will identify variations in costs 
associated with different project arrangements for coordinating and 
providing services. 

Cost Analysis System 

The preliminary cost analysis presented in this report is based on data 
extracted from the Year 3 operating budgets (ie., the second year serving 
families). For the final report, cost information will be used to describe 
the cost allocations by program, component, and family member and will 
have input into the cost analyses. Data for the cost analysis for the final 
report will be drawn from (1) the MIS and (2) time allocation studies in 
which project staff members maintain records of the time they spend on 
various activities, including service provision. The MIS contains project 
budget information, quarterly expenditures, definitions of service units, 
and the unit costs for services provided through interagency agreements 
and contracts. The implementation of time allocation studies will identify 
CCDP staff costs for different service areas. The coat analysis system will 
identify service costs by recipient and variations in costs associated with 
different project arrangements for coordinating and providing services. 

Ethnographer Reports 

One of the main sources of qualitative data for addressing issues 
regarding project development, service provision, and utilization are the 
reports from project ethnographers. While the MIS data help explain the 
numbers and demographic characteristics of participating families, they do 
not explain why some families participate more extensively than others or 
what factors facilitate or impede family utilization of services. The CCDP 
ethnographic research is most valuable in revealing unexpected, complex, 
intangible, and subtle factors that explain family utilization and program 
feasibility as well as services integration and community impact. 

During the first year of the CCDP project, each of the sites hired a 
part-time ethnographer. Most of the ethnographers are trained case study 
researchers who hold doctorate degrees in the social sciences. 
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The first step ACYF undertook in implementing the ethnographic 
component was to develop a framework and guidelines for use by the 
ethnographers. These documents were crucial in providing a standardized 
format and common structure, so that the information contained in case 
studies conducted at the CCDP sites could be compared and analyzed 
around common themes. The framework and initial guidelines were 
developed after intense discussions with the ethnographers at the May 
1990 conference, providing an opportunity for the study design to benefit 
from their combined wisdom and early experiences in the field A 
subsequent CCDP grantee conference also included the participation of the 
ethnographers, which allowed their further input in guideline 
development 

The frames irk was intended to provide an overall conceptual model for 
the ethnographers' efforts (see CCDP First Annual Report [CSR, 1991] for 
more details). Consequently, the framework presented an ecological 
perspective focusing on the Allowing four domains: (1) the community, 
(2) the community service network, (3) CCDP program/service delivery, 
and (4) the family. Under each domain, relevant questions and issues 
pertaining to factors involved in program feasibility and family utilization 
were listed It was not expected that any one of the ethnographers' 
reports would cover all of the questions listed in the framework Rather, 
priority topics and selected questions from the framework are identified in 
the guidelines for each of the reports. The topics for the first eight 
ethnographers' reports are listed in Exhibit 3-4 following the next page. 

In preparing these reports, the ethnographers used a variety of 
information sources, such as interviews with parents, CCDP staff, or 
community agency staff; written documents; and observations of advisory 
board meetings or CCDP service provision, lb ensure that the 
ethnographers' reports remained focused, a 25- to 30-page limit was 
suggested In addition to the major topics in the guidelines, each report 
was required to include an introduction, summary, and methodology 
section. 

Site-Based Data 

Three-day &te visits to each grantee are conducted at least once per year. 
The site visit team comprises ACYFs Federal Project Officer or designee 
and staff from the management support contractor. The purposes of these 
visits are (1) to monitor program compliance, (2) to provide technical 
assistance on programmatic and MIS issues, and (S) to collect data for the 
feasibility analysis and process evaluation. 

Quarterly Progress Reports 

The CCDP grantees submit to ACYF and CSR four quarterly progress 
reports (QPR's) per year. In these reports, the projects describe their 
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progress in completing the activities that address the "Areas Needing 
Improvement" and still outstanding "Noncompliance Areas" cited in their 
action plans. In addition, the QPR's describe significant activities, 
accomplishments, and problems for the topics listed in the table below. 



PROGRESS REPORT TOPICS 


Recruitment/replacement 


Adult education/vocational training 


Case management 


Job placement 


Child care 


Programs for males 


Health care 


Data management 


Child developmental assessment 


Advisory board activities 


Early childhood education 


Staff hiring, turnover, and training 


Earty intervention 


Interagency relationships 


Parent education/support 


Other activKias/acconplishments 



QPR's alert ACYF and CSR to any technical assistance that would be 
helpful to the CCDP projects, describe dissemination activities undertaken 
by the grantees, and note activities planned for the next reporting period 



The QFR's also are used by ACYF and CSR (1) to monitor the progress of 
projects in adhering to CCDP requirements based on annual site visits 
and (2) as a source of qualitative data for the feasibility analysis and 
process evaluation. 

Summary of the Feasibility Analysis and Process Evaluation Models 

The overall purpose of the feasibility analysis and process evaluation is to 
provide information that will be useful for policy on future program 
enactment and design* The assessment of feasibility and program 
operations can assist in making judgments about initial program success* 
This interim report presents preliminary analyses of program 
implementation and program impact on families and the community, The 
final report will include an overall evaluation, providing greater 
understanding of the processes occurring within and across sites to 
identify any program design modifications that might lead to further 
benefits if implemented on a broader scale. 

The conceptual framework presented in this chapter provides the basis for 
designing the preliminary analyses presented in this report and will 
provide the basis for the design of analyses for the final report 
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lupiys tui cinnugrapnero nepurio 








Report 


■ . • ; TopJCS 








One 


Planning/Startup Activities 




• 






Program Goals/Systems and Organization 

Contextual Issues (e.g., social, economic, and political issues of the community) 








Two 


Continued Planning Startup Activities 




• 






Service Network 

CCDP Service Model/System 

Family Response 




• 




Three 


Emerging Project Issues 
Emerging Contextual Issues 

Health Services (e.g., for pregnant women, mothers, children, rand other family 
members) 




• 






Child Care Availability/Accessfollity 

Specific Changes (e.g., community agencies' attitudes toward CCDP, case 
manager's role, and advisory board meeting attendance/participation) 








Four 


Emerging Project Issues 

Emerging Contextual issues 

Parent Education (e.g., home and center based) 




• 






Employment/Training 
Specific Changes 








Five 


Emerging Project Issues 




• 






Emerging Contextual Issues 

Assistance in Securing Adequate Housing 

Family Member Satisfaction 




w 
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Report 


r . ■■"'Topics ■ : ' 


Six 


Emerging Project Issues 
Emerging Contextual Issues 
Barriers to Services Integration 




Seven 


Emerging Project Issues 
Emerging Contextual Issues 
CCDP Organizational Ufecycle 


- 


Eight 


Emerging Project Issues 
Emerging Contextual Issues 
Family Attrition 
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Chapter 4. PROJECTS' LIFECYCLES 



The degree of efficacy and efficiency with which a project is ahle to fulfill its 
goals at any single point in time may be regarded as a function of 
organizational development Therefore, any evaluation of the success of the 
Comprehensive Child Development Program (CCDP) (either in terms of 
feasibility, famil y successes, or organizational success) must consider 
variations in CCDP projects' progress through organizational lifecycles. The 
concept of a lifecycle for CCDP was first discussed in Chapter 3 of this 
report, Lifecycles are particularly useful in describing the evolution of 
organizations (Pettier and Smith, 1988), CCDP projects pass through a 
series of predictable organizational cycles or phases, with individual projects 
passing through different phases at different rates. The phase that a 
project is in and the rate at which a project passes through each phase may 
be related to a variety of factors, induing the strength, stability, and 
experience of the grantee agency; characteristics of the community (e.g., 
urban or rural location, quality and availability of transportation, and 
degree of support from community organizations); characteristics of the 
project (e.g., costs, the quality of management plans and activities, and staff 
turnover); and characteristics of CCDP families (e,g,, types of needs, 
race/ethnicity, and family size). Because this interim report covers only the 
early and middle stages of CCDP projects' operations, the evolution of CCDP 
projects is not yet complete. In the final report, an analysis of the complete 
lifecycle of individual projects will be presented, along with implications for 
interpreting their successes. 

The information used to prepare this section is derived from the 
Ethnographer's Report No. 7. CCDP ethnographers were asked to describe 
the organizational lifecycle or "natural history* of the CCDP projects from 
their inception in October 1989 through September 1992 (3 years of 
operation). Using interviews with project staff; examinations of project 
records, and observations, ethnographers were to provide descriptions of 
their CCDP projects' developments through four organizational phases: 
(1) startup, (2) growth, (3) stabilization, and (4) institutionalization. 1 

The characteristics of an organization in each phase are as follows: 

• Startup.— This phase includes the early development of an 

organizational structure, identification of the goals and philosophy of the 
program, a sense of innovation among the project staff, the genesis of a 
project identity, and the assembly of organizational and community 
resources. 



) 'In the final year, ethnographers will be asked to reevaluate the life hiatoiy of the CCDP project* over 

their entire 6 yean of operation (October 1080 through September 1005). 

+1 
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• Growth. — This phase is marked by movement toward a centralized 
organization; a definitive statement of the goals and philosophy of the 
program; the provision of a core set of services to all families; the 
development and testing of project policies and procedures; significant 
progress toward procuring necessary resources, staff, and finances; and 
beginnings of functional linkages with community and public agencies 
and organizations. 

• Stabilization. — This phase is evidenced by functional organizational 
procedures, policies, and goals; staff who generally conform to 
established policies and procedures; a range core and noncore services 
that meet the needs of the target population; ongoing and established 
working relationships with outside agencies; and attention to the quality 
components of the project 

• Institutionalization.— Tins phase is characterized by the solidification of 
organizational procedures, policies, and goals and a high degree of 
centralization and bureaucratization. During this phase, a project may 
become adaptable to changing client needs and local circumstances by 
developing long-range plans, new units within the organization that are 
designed in response to changing family needs and goals, or new 
resources (e.g., interagency agreements and staff training in areas such 

. as recognition of alcohol and other drug problems) that deal specifically 
with changing circumstances. On the other hand, a project also could 
become rigid and inflexible and unable to respond effectively to changing 
client needs. 

The findings presented in the next section include the results of a content 
analysis of the ethnographers' responses to the following: 

...describe the evolution of your project. In your description, summarize 
its passage through the various phases of the organizational lifecycle 
and where you think it is now in the cycle, giving approximate 
timeframes and your data sources. 

In the last section of this chapter, the results of a content analysis of 
ethnographers' responses to the following question are presented: 

Have there been major changes in the goals and philosophy of your 
project or in their emphasis since the program's inception? Describe 
these changes and the rationale for these changes. 

Please note that in the rest of this report, the names of the projects have 
been replaced with letters to protect their identities. 
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LIFECYCLE ANALYSIS 

The second column in Exhibit 4-1 following the next page presents the 
lifecycle phase of 20 CCDP projects as of September 1992. 2 One (urban) 
project was still in the growth phase, while 10 (5 rural and 5 urban) had 
reached the stabilization phase. The rem aining nine (one rural and eight 
urban) had achieved or virtually ach ieved institutionalization. 

Only seven projects (three stabilized, three' institutionalized, and one in the 
growth phase) had passed through more than one startup phase since 
inception. This suggests that most projects progressed through that phase 
without difficulty. As expected, the one project classified as still being in 
the growth phase experienced a series of startups in which program goals or 
philosophies changed several times. However, only one of three stabilized 
projects and one of three institutionalized projects that had gone through 
more than one startup also changed their program philosophies. 

It is interesting, although predictable, to note that two-thirds (six of nine) of 
the projects classified as achieving institutionalization had never changed 
their program goals or philosophies since inception. This compares with 
two-fifths (4 of 10) of the projects that had only reached the stabilization 
phase (this finding is discussed later in this chapter). Another related 
difference between projects that achieved stabilization and projects that 
achieved institutionalization was that almost all of the stabilized projects 
had made changes in organizational and management policies (90 percent), 
whereas somewhat fewer institutionalized projects made such changes (67 
percent). 

Finally, approximately the same percentage of stabilized (60 percent) and 
institutionalized (56 percent) prqjects had made changes in their staff 
structure and qualifications. 

Presented first is a summary by the ethnographer for the project rated as 
having only achieved the growth phase. This is followed by an ethnographic 
summary analysis of a sample of prqjects having achieved stabilization or 
institutionalization. 3 

Growth Phase and Transition to Stabilization 

Project C, classified as being in the growth phase as of September 1992, is 
located in a major urban area characterized by great poverty and social 
disorganization. The problems that were faced implementing this CCDP 



*The ethnographer report for one project wai not completed at the time this report ' j prepared. 

■Most projects categorized as being institutionalized were described as having some components in the 
stabilization phase, some in the institutionalization phase, and others in transition from one phase to 
another. 
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project largely can be traced directly or indirectly to characteristics of the 
community* For example, the ethnographer reported that It was difficult 
to fill key staff positions and consistently hire the most capable staff, 
because the project's location and target population appeared to frighten off 
many good applicants...." Furthermore, because of its location in a 
high-density population neighborhood, the project experienced many 
difficulties "obtaining suitable office and day care space" The difficulties 
this project faced becoming stabilized also can be taxed to recurring 
management problems. For example, the ethnographer reported that, 
during the early stages of the project, there was "too much emphasis on the 
needs and interests of staff and use of complex and cumbersome 
management structures rather than an adaptation of the simple structure 
favored by Fottler and Smith (1988)." 

Furthermore, the project failed to build an effective collaborative network 
early on with other community agencies that serve low-income families As 
a result, 

...although the prqject manager believed that the project could become 
the focal point for areawide collaborative activity, this never occurred, 
and the project failed to carve a nich e for itself in the larger social 
services community. 

Another impediment to the project's successful transition from the startup 
phase had to do with the fact that many families who enrolled in this CCDP 
project experienced frequent crises; the project's staff "...continually operated 
in a crisis mode and tended to focus on si^rt- versus long-term goals." 

While other projects faced similar problems, this project appeared to be 
unique in that it faced all of these problems simultaneously during the 
critical startup phase. 

Stabilization and Transition to Institutionalization 

Below are described several projects that were making the transition from 
stabilization to institutionalization or had achieved institutionalization. 

Project G was identified as beginning the transition from stabilization to 
institutionalization. According to the ethnographer, this judgment was 
based on his finding that few major changes had taken place in the prqject 
since it had become stabilized. While this project made a relatively smooth 
transition through the startup, growth, and stabilization phases, after 
stabilization was achieved, very few changes occurred in the project's goals, 
philosophy, policies, procedures, and model. For example, the ethnographer 
notes that, since stabilization was achieved, "the service delivery model has 
not changed significantly in the past year." The ethnographer also noted 
that "there has been no official change to the philosophy and goals of Project 
G; there have been no meg or changes in the policies, procedures, or means of 
communication.* 
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• Projects marked with an asterisk are rural. 



147 



• 



Projects' Ltfecycies 



However, despite the apparent lack of mstfor changes in this project, rigid, 
inflexible institutionalization has not developed This is reflected in the 
ethnographers' description of subtle changes in the project: "Although 
formal goals have been stated from the inception of Project G, actual goals 
and objectives in practice continue to be clarified and ^prioritized." And 
although there were no major changes in the delivery model for the past 
year, ^refinements have been made to increase internal efficiency, 
coordination, and supervision of case management" For example, "attempts 
have been made to increase advocates' and coordinators' direct contact with 
families. 1 ' 

A similar situation transpired in Project N, which was described by its 
ethnographer as "moving towards institutionalization." The ethnographer 
wrote: 

...the basic goals and philosophy of Project N have remained quite 
consistent over the course of the project. However, within this basic 
framework, there have been some important changes and 
developments in terms of project focus, orientation, and attitude. 
Some of these changes represent a deepening or further unfolding of 
certain [project goals], and others represent a shift in emphasis in 
how project goals are defined or pursued. 

Regarding changes in other aspects of the project, the ethnographer wrote: 

There have been several changes in policies, procedures, and means 
of communication over the history of the project However, all tend 
to reinforce the general program approach of teamwork and collective 
problemsolving. [These changes] result from the emergence of 
particular problems or gaps in the project's functioning, 
developments within the families themselves that require 
adjustments in the program, and requests from the Administration 
on Children, Youth and Families that certain project issues be given 
particular attention. 

Project G and Project N therefore have been able to begin the transition 
from the stabilization phase to the institutionalization phase with minimal 
changes in their organizational structures, goals, and philosophies, while 
staying flexible to the changing needs of families and staff. Other projects 
rated as making the transition into the institutionalization phase are doing 
so under an explicit mandate for expansion of the CCDP model into the 
wider community. Projects' efforts to expand their bases of operation raise 
the possibility that new populations will be served and that these new 
families will have problems, needs, and goals that are different from those 
of the families currently enrolled As a result, some projects have decided to 
take a proactive approach to expansion while simultaneously focusing on 
ensuring the institutionalization of the project, primarily through the 
expansion of the projects' funding bases. Also, projects have learned from 
their successes and mistakes and use this knowledge to adapt their 
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programs to best meet the needs of families and staff, A quotation from 
Project X*s ethnographer illustrates these points: 

One of the h allm arks of the institutionalization phase is the 
development of new ways to provide services. Project X is 
implementing a new model for service delivery and is also part of a 
proposal that could expand service delivery to the community. In 
late August 1992, the project director and the administrative team 
guided the implementation of another revision of the service delivery 
model. 

The new model includes a case management component that is more 
associated with the long-term management of complex cases. This 
latest configuration reintroduces visits at predetermined intervals by 
a primary provider. The case manager for each family is responsible 
for: assessing family needs, developing realistic goals, developing 
and updating service plans, completing the family service log, 
advocating for families,, and completing MIS documentation and 
family resource team packets of information. 

The new configuration of the service delivery model delineates the 
case management function among the family support workers, public 
• health nurses, and economic development coordinators. Some 
families will, of course, need to be reassigned to create equal 
workloads and to create a caseload for a soon-to-be-hired family 
support worker. The staff has endeavored to make transitions as 
least disruptive as possible for the families, which has included 
having former and newly assigned workers make joint transitional 
visits. 

Finally, the ethnographer noted: 

Another dimension in the institutionalization phase of Project X is 
the use of local and State funds for the provision of existing services 
and the identification of sources for eventual continuation of the 
program. In addition to a possible source of State funding discussed 
above, Project X, through the project director, has procured local 
funding since the early growth phase of the project 

This ethnographer's report illustrates the finding that components within 
projects can develop at different rates (i.e., service components can have 
lifecycles of their own that are somewhat independent of the lifecycle of the 
project as a whole). 

When asked to comment on mayor changes that had taken place over time 
in key components of program services, the ethnographer for Prqject N 
wrote: 
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The most dramatic change has been in the area of health care from a 
situation where the project was struggling to just report data on 
health care usage to the design and beginning implementation of a 
whole new model of health care delivery. A similar shift has 
occurred in the role of the project's nutritionist Thus, the health 
care services offered by Project N CCDP are now much more 
comprehensive and also tailored to family choice* 

There also have been some changes in the child care component of 
Project N. First of all, more parents are using or seeking child care 
than in the first 2 years of the project's life* There has been some 
success in working with [the local] child care center to develop day 
care homes *hat can be used by project families* In [the community], 
the preexisting preschool now offers its program 4 rather than 2 days 
a week* This change was initiated by Project N staff to better meet 
the needs of program families and to address the project mandate for 
[providing] early childhood education three times a week* Project N 
families [now] are taking active advantage of the new Head Start 
programs at the [local] school 

Changes In Goals and Philosophy 

As CCDP projects mature, one might assume that the goals and 
philosophies that define each project also would evolve* An evolution in 
goals and philosophies may reflect projects' adaptation to changing 
circumstances or may reflect a conscious effort to change the projects' goals 
and philosophies* Ethnographers were asked to discuss whether their 
prqjects had changed their goals and philosophies and to describe the 
rationale for changes where this did occur* As shown in Exhibit 4-1, 
9 out of 20 ethnographers reported that the goals and/or philosophies had 
changed at their projects. While these ethnographers did not provide 
indepth analyses cf the reasons for these changes, several conclusions 
nevertheless can be gleaned from these reports* 

First, it appears that projects that have not progressed beyond the 
stabilization phase are more likely than institutionalized projects to have 
experienced changes in goals and philosophies (60 percent versus S3 
percent, respectively)* Although the sample size is too small to produce 
reliable findings, and the findings are only correlational, this pattern 
suggests that projects that initiate and adequately maintain the same basic 
philosophical framework and basic sets of core goals may more readily 
facilitate the transition from the stabilization phase to the 
institutionalization phase of development. This issue will be revisited in the 
final report. 

Second, among those projects that did change goals and/or philosophies, it 
seems there are no differences between stabilized and institutionalized 
projects in the nature of tLe changes in goals and philosophies* The major 
change in goals and philosophies involved the theme of changing from a 
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focus on management of crises to management of goal achievement. For 
example, an ethaographer from a stabilized project (Project J) wrote: "First, 
the staff was confronted with stabilizing families, then stabilizing staff, and 
now the focus is more on relating specific goals to specific steps to be taken 
by families." 

Because of their experiences with families in chronic crisis, some projects 
realized that they needed to place uore effort toward recruiting families 
that would most benefit from CCDP and reducing the dropout rate. For 
example, the ethnographer at Project W wrote: 

The degree of transition from crisis management to ongoing 
assistance was reflected in the fact that Project W made a 
commitment to focus on recruitment and to conduct a quarterly 
survey of the replacement group to ensure eligibility for participants 
who are selected into the program group. Mqjor ongoing goals were 
established during the early stabilization phase to design an exit 
procedure which would help reduce the number of participants that 
leave the program. Several activities have enhanced the team case 
m anagem ent approach by improving communication within the 
resource team to resolve some of the dropout issues. A regular 
contact process is being carried out by the family consultants to 
regularly monitor education, training, and employment of program 
families 

Soon after encountering the many problems faced by low-income families, 
some project staff came to the realization that they could not solve all 
problems of all families at once. This new sense of realism was captured in 
an interview between Project S' ethnographer and project line staff: 

When we first came into the program we were all so excited and were 
pretty much movers and shakers. We wanted to take everyone from 
welfare to 100 percent self-sufficiency. That was a somewhat unrealistic 
expectation, and we had to alter what we really thought we could 
achieve. We are now looking at each individual parent to analyze their 
capabilities and guiding them to do the best they can. Some of the 
parents today can become totally self-sufficient, but some are cognitively 
delayed, some have a special education diploma, and others simply will 
not be able to reach the level of achievement that others ra n . 

A critical part of this change in focus from management of crises to } 
management of goal achievement was increased attention in the 
development of individual needs assessments and individualized service 
plans (ISPs). The ethnographer from Prqject B best summed this up when 
he wrote: 

...the key to the success of these programs is the development of 
ISPs by the family coordinators. Once an ISP has been developed, it 
is incumbent on the program staff to follow a specified plan of action 
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in order to assure that the individual family goals can be achieved. 
These goals are reviewed periodically and revised in consultation 
with the family in order to assure the family of a positive experience. 
The intended outcome of this structured program is the enablement 
and empowerment of the family members to continue the goal 
attainment process begun with the assistance of the CCDP project 
staff. It is important to note that the ISFs are all in place, and 
periodic review of goals and statuses now is taking place. 

Conclusions Regarding Project Lifecycles 

According to the CCDP ethnographers, all but one project reached the 
stabilization phase by fall 1992. Because each project started out in 
different contexts, faced different challenges, and had different visions and 
goals relative to the legislative goals for CCDP, the life history of each 
project has varied in several ways. Some projects experienced a smooth, 
linear transition from the startup phase to the stabilization phase, while 
others repeated the startup phase one or more times before becoming 
stabilized. In the final report, a complete description of the organizational 
lifecycles of all projects will be provided 

Although the sample size is too small to yield reliable results, one 
interesting, tentative correlational finding was that projects that did not 
change their goals or philosophies appeared to have evolved further than 
those that experienced changes. The mqjor factor associated with changes 
in goals and philosophies appears to be the realization on the part of project 
directors that many of the original families needed a great deal of crisis 
management. This focus on managing the crises of multiple-problem 
families hindered projects from focusing on the main goals of CCDP: to 
foster optimal child development and to facilitate economic and social 
self-sufficiency. As projects gained more experience working with 
low-income families, CCDP staff acquired a sense of realism regarding the 
degree to which families' problems could be addressed adequately and 
simultaneously. This sense of realism appears to be related to the process 
of projects making the transition from the startup to the stabilization and 
institutionalization phases of organizational development. 

The information presented in this chapter provides preliminary illustrations 
of the multifaceted factors affecting the implementation of CCDP projects. 
The lessens learned thus far about the organizational lifecycles of CCDP 
projects, together with the lessons to be learned after projects have operated 
for their full funding cycles, will greatly aid policymakers and program 
planners who are interested in the feasibility of replicating the most 
efficient and most effective components of the CCDP model. 
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Chapter 5. ATTRITION (TERMINATIONS) AND FAMILY 
SATISFACTION 



The conceptual framework for the feasibility analysis and process evaluation 
presented in Chapter 3 includes attrition, or terminations, as a major 
process outcome variable. The first part of this chapter presents the 
preliminary results of analyses of management information system (MIS) 
data regarding patterns of termination. These analyses are complemented 
by more indepth qualitative analyses of ethnographers 9 reports concerning 
reasons for termination* The second part of this chapter discusses analyses 
of ethnographers' reports on family satisfaction with the Comprehensive 
Child Development Program (CCDP). The preliminary results regarding 
terminations and satisfaction with CCDP suggest areas of projects 9 
strengths and weaknesses. The lessons learned from these analyses can be 
used by CCDP projects to build on their strengths and rectify their 
weaknesses. 



TERMINATIONS OF CCDP FAMILIES 

When parents eligible for enrollment in CCDP are recruited, they are told 
that a condition of enrollment is their commitment to participate in the 
project for 5 years. CCDP provides many incentives for families to 
participate. However, it is inevitable that some families will no longer want 
or be able to participate (voluntary terminations) or that project directors 
will terminate some families (involuntary terminations) due to 
nonparticipation. Within each category of termination, the reasons for 
termination may reflect factors related to the project characteristics, or they 
may reflect factors out of the projects control. Also, it is likely that some 
families may terminate for a single reason, whereas other families may 
present multiple reasons for termination. Accordingly, it is important to 
have a variety of data sources to capture the complexities underlying the 
reasons for terminations. 

One significant policy feasibility question that can be addressed by an 
analysis of tenr ' nations is whether family support programs like CCDP can 
attract and maintain the participation of low-income families that have 
various needs and goals. Learning more about why families leave CCDP 
can contribute to understanding how CCDP and other similar programs 
help families progress toward social and economic self-sufficiency. 

This section discusses data on terminations from two complementary 
sources of data. First, MIS, data are examined on the number of 
terminations among the original and replacement families across the CCDP 
projects and the number of families that terminated voluntarily or 
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nonvoluntary (according to the MIS codes) aggregated across projects* The 
MIS, however, was not designed to capture multiple reasons *>r 
terminations and does not permit an analysis of all the complexities 
associated with terminations. Therefore, a second data source — 
ethnographers' reports — is used in order to better understand the reasons 
for attrition* 



PROCEDURES FOR OBTAINING DATA 



This section discusses procedures regarding the obtaining of MIS data and 
ethnographers' reports* 

Procedures for Obtaining MIS Data 

MIS data on terminations covering the period from the projects' inception 
through March 1993 were utilized to examine the number of families who 
voluntarily or involuntarily were terminated from CCDP. The data on 
terminations were drawn from the Family Profile Form, which included 
codes for 27 possible reasons fin: termination* 1 The number of terminations 
by projects and by reasons for termination is presented for both original 
families (n = 2,318) and replacement families (n = 982). 

Reasons for termination fell into two categories: (1) voluntary and 
(2) involuntary* Exhibit 5-1 following this page lists reasons for termination 
within each of these categories* Voluntary reasons were divided into four 
subcategories and involuntary reasons into two subcategories. The four 
voluntary subcategories are as follows: (1) change in lifestyle (including 
positive relocation), (2) family no longer needs CCDP services (Le., it 
achieved its goals), (3) nonparticipation (including negative relocation), and 
(4) other/miscellaneous. The two involuntary subcategories are 
(1) nonparticipation and (2) other/miscellaneous. 

Procedures for Obtaining Data From Ethnographers 9 Reports 

In late 1992 ethnographers were asked to investigate the reasons CCDP 
families either voluntarily ended their participation in CCDP or were 
terminated from CCDP by the projects* The ethnographers were provided 
with a list of families that had been terminated as of the July 31, 1992, 
download of MIS data and then were instructed to obtain an updated list of 
all terminated families as of October 15, 1992, from the CCDP data 
manager* Ethnographers then were asked to examine the records of at 
least 30 randomly selected families that had been terminated officially from 



x In the MIS, only one "reason for termination" code could be chosen for each family. Furthermore, one 
code — inactive status— it used for terminated families that have committed to return to the program after 
an extended vacation or absence due to temporary employment o r schooling located outside the CCDP 
service area. 



5-2 



155 



Page 1 of 2 



Exhibit 5-1 
Categories of Reasons for Termination 



VOLUNTARY REASONS 
Change in Lifestyle 

• Relocated to attend jobs, skills, or technical training; 

• Relocated to attend educational program/school; 

• Relocated to obtain employment; 

• Relocated to obtain improved housing; 

• Relocated due to marriage; or 

• Change in lifestyle. 

Family No Longer Needs the CCDP Services 

• Achieved goal of obtaining jobs, skills, or technical training; 

• Achieved goal of obtaining employment; 

• Achieved goal of attending educational program/school; or 

• Achieved goal of obtaining improved housing. 

Nonparticlpation 

• Relocation due to loss of job; 

• Relocation due to loss of housing; 

• Relocation due to incarceration; 

• Relocation due to poor health; 

• Lack of interest in the program; or 

• Unwillingness to participate or comply with project regulations. 
Other/Miscellaneous 

• Death of focus child or family member; or 

• Relocation of focus child for unknown reasons. 



INVOLUNTARY REASONS (Terminated by the Project) 
Nonparticlpation 

• Lack of participation; 

• Inappropriate behavior; 

• Primary caretaker abandoned family; 

• Primary caretaker removed from family; or 

• Family disappeared. 
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Exhibit 5-1 (continued) 



Other/Miscellaneous 

• Membership in comparison group; 

• Unable to contact family; 

• No focus child; 

• Income ineligibility; 

• Relocation for unknown reasons; or 

• Incomplete information. 
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CCDP and to describe in as much detail as possible the reasons for 
termination. 



RESULTS OF DATA ANALYSIS REGARDING TERMINATIONS 

Results regarding MIS data and ethnographers' reports are provided below. 

Reasons for Terminations Derived From MIS Data 

According to the MIS data, out of 3,300 original and replacement famili es 
served by CCDP projects over 2V& years, 1,197 (36 percent) had terminated 
(Exhibit 5-1 lists the categories of reasons for termination). E xhib it 5-2 
following the next page lists the number of terminations by project from the 
lowest to the highest total percentage of families terminated Also, the 
percentage of terminations among the original and replacement families is 
presented separately by project. These data indicate a wide variation across 
projects. For example, the percentages of terminations among original 
families range from 15 percent (Project X) to 68 percent (Project C), and 
among replacement families they range from 0 percent (Projects E and B) to 
45 percent (Project I), Significantly, there was on average a higher 
percentage of terminations among the original families (40 percent) th m 
among the replacement families (26 percent). 

The greater percentages of terminations among the original families may be 
attributable to the fact that, during the startup phase, projects were under 
severe pressure to recruit their quota of families by a specific date and thus 
may have recruited families that were not fully aware of the level and 
length of commitment that would be required of them. Information 
obtained from parent focus group discussions held during site monitoring 
visits suggest that some CCDP projects did not effectively screen families at 
recruitment to determine those families who were unwilling to fully commit 
to participating in CCDP services. Many families were interested in 
receiving only those services that could address their immediate needs, and 
several ethnographers identified this as a problem. Other families were not 
clear about the goals and objectives of CCDP, 

Exhibit 5-3 presents the number of terminations among the original an d 
replacement families according to reasons for termination. Note first that of 
the 1,177 total families that terminated (this does not include families on 
inactive status), 794 (67 percent) voluntarily terminated and 383 (33 
percent) involuntarily terminated. Second, among families that were 
involuntarily terminated, 84 percent of the original families were 
terminated because they would not participate or because they disappeared 
(nonparticipation subcategory), compared to 68 percent of the replacement 
families that were involuntarily terminated for these reasons. 
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As further seen its Exhibit 5-3, 49 percent of the voluntary terminations 
were due to families relocating or changing their lifestyles. Some 
ethnographers interpreted this us a positive behavioral change that is 
attributable to CCDP enrollment. The reasons for these changes in lifestyle 
revolved around taking steps toward economic self-sufficiency, such as 
obtaining a job or attending school. 

One way to look at trends in the numbers of original and replacement 
family terminations over time that control for length of tenure in CCDP is 
to analyze only those families that had the chance to stay in the program 
for 1 year and then compare the proportion of original and replacement 
families that were enrolled in the program for less than 1 year. Exhibit 5-4 
following this page includes only families enrolled between the projects' 
inception and March 31, 1992 (n = 2,876). The bottom row suggests that 
the proportion of families who were ter minat ed within 1 year of CCDP 
enrollment was similar regardless of whether enrollment was in 1990 or 
1991 (0.19 and 0.20, respectively). However, the proportion of families that 
lasted less than 1 year appears to be decreasing, as shown by the proportion 
of terminated families that enrolled in 1992 (0*17). Among families that 
enrolled in 1990 and 1991, a greater proportion of replacement families 
terminated within 1 year than did original families. Although more data 
are needed, the data suggest a decrease in the proportion of families that 
axe being terminated. In the final report, we will be able to confirm or 
reject this hypothesis and relate the fiTi ffiigR to costs. 

Finally, it should be noted that, contrary to a "creaming* hypothesis, 
involuntarily terminated families did not appear to exhibit more problems 
than voluntarily terminated families. The basis of this tentative conclusion 
is the fact that involuntarily terminated families reported fewer needs on 
average (5.4 percent) than voluntarily terminated families reported 
(6.4 percent)* Although reporting bias may explain this difference, it may 
be that both groups were equally as probable to answer questions about 
their needs honestly. The final report will examine this in greater detail. 

Reasons for Terminations Derived From Ethnographers 9 Reports 

Ethnographers' reports suggested that families sometimes are terminated as 
a result of CCDP projects' efforts to help them achieve economic and social 
self-sufficiency. In these cases, terminations can be viewed as reflecting the 
successes that CCDP projects have had in facilitating family goal 
attainment. What ethnographers discovered was that voluntary 
terminations were frequently the result of several interrelated reasons. 
Whereas some families moved out of the CCDP service area to obtain 
employment, others moved to obtain employment in a community where 
child care by relatives was readily available. 

Among the families that were terminated by the projects, 80 percent 
(n = 306; MIS data) were unwilling or unable to participate in CCDP. 
According to the ethnographers 9 reports, in some cases nonparticipation 
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reflected individual or family dysfunction resulting from multiple problems 
associated with alcohol and other drug abuse or because of lack of support 
or active resistance by family members* These families typically lived in a 
chronic state of crisis or exhibited inappropriate behaviors that were 
discordant with the goals of CCDP. As noted in the ethnographers' reports, 
some families faced overwhelming problems that even CCDP had trouble 
addressing. 

There are some indications that the number of terminations is declining and 
that terminations often are due to reasons that reflect the positive effects of 
CCDP on families' development or reflect factors that are out of the control 
of the CCDP projects; Termination patterns will be monitored closely over 
the remaining years of the CCDP projects to determine if the patterns 
reported in this interim report continue, and a fi^ nl analysis will be 
included in the final report. 



FAMILIES' SATISFACTION WITH CCDP 

Assessment of family satisfaction with CCDP is critical because it offers 
information about how and why a family utilizes or does not utilize program 
services- Clearly, if there is a good match between the types of services 
provided by the program and the kind of assistance needed by families, then 
families' participation in and satisfaction with CCDP will be facilitated 
Furthermore, family satisfaction is an indicator of the quality of CCDFs 
service components. 

This section describes the families' feelings >out CCDFs benefits in 
general, their reactions to specific components of CCDP, and their 
suggestions for how CCDP could be improved. Information in this section 
came primarily from Ethnographer Report No. 5 (covering the time period 
November 1991 through February 1992). 

Solicitation of Parents' Perspectives 

Ethnographers were requested to elicit the parents' perspectives of CCDP 
and its core activities, including case management, child care, parent 
education, early childhood intervention, employment tr ainin g, and health 
and medical services 3 . Ethnographers also asked parents about their 
feelings regarding parent involvement workshops, relationships with staff, 
and possible areas for improvement. 



•Ethnographers wepe instructed to select a random sample of parents or to obtain information on family 
satisfaction from discussions with home visitors or after a group activity (e.g., a parenting class). 
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Results of Analysis Regarding Famines' Perspectives 

The results of the analysis of fanrilW perspectives regarding CCDP fell into 
the following categories: overall satisfaction, satisfaction with core 
activities, and satisfaction with and participation in parent involvement 
activities* In addition, results regarding male involvement and staff 
relationships are provided 

Overall Satisfaction 

Two themes arose from the analysis of families' perceptions of CCDP. First, 
according to the ethnographers, the majority of families interviewed 
expressed overall satisfaction with CCDP* Families viewed the purpose of 
CCDP in various ways and, therefore, some families evaluated the programs 
differently* For example, some familie s focused their comments on in-home 
services only and did not mention center-based activities, whereas other 
families only discussed services for children* Many family members 
emphasized the CCDFs comprehensive service components and 
acknowledged that the CCDP project could be useful to their entire family* 

According to Project IFs ethnographer, parents were more interested in how 
CCDP could help them in terms of their long-term success as opposed to 
how CCDP could best help their children in the immediate future: 

Almost every individual interviewed stated that they enrolled in the 
program in order to get their lives off the ground, to be successful, 
and to come off welfare* Clients did not state that they had enrolled 
in the program to help with their children's development, but rather, 
when mentioning their children, they stated that they were making 
efforts to progress in their own education and training so as to be 
able to provide their children with a brighter future* Satisfaction 
with the program most often was linked with whether or not Project 
H is perceived to be a facilitator of such long-term goals* 

On the other hand, the ethnographer at Project N described how some 
families emphasized the more comprehensive app l i cat ions of CCDP: 

Some parents, however, clearly understood the integration of the two 
aspects (i.e., the child development and the comprehensive service 
components). They described how the project is promoting their 
children's immediate development, while also explaining how 
accomplishing some of their own goals could help them provide a 
better environment to be a better parent to their children. 

Ethnographers noted that, in general, as families' level* of participatim in 
CCDP increased, their evaluations of the program became more positive. 
Project Ws ethnographer observed that parents who indicated a great deal 
of satisfaction with the project were those who had fully participated in the 
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project. Other parents reported some satisfaction, but they did not 
participate at as high a level as parents who reported high satisfaction. 
And finally, the least involved parents reported only inimin nl satisfaction 
with the project. 

The following comments illustrate how parents who are actively 
participating in CCDP perceive CCDP services and activities. For example, 
a parent from Project H told the ethnographer, "I feel like Fm getting 
everything I need from the program. Tm happy. I've gotten more out of 
here than I would have on my own. 19 

A woman from Project V was so excited about how the program had helped 
her that she vowed to go back and help others like herself: 

Project V has done so much for me. I told them that I want to fin^h 
my general equivalency diploma (GED), and I want to get training 
because I want to get involved in Project V too, so I can help people. 
That's the way I feeL I got to the point where, like, I know a lot of 
things and stuff, and I could help out people, too. I want to get 
involved.. .Now I know where I want to gc\ 

Satisfaction With Core Activities 

Families* satisfaction with specific core activities, such as case management, 
child care, parent education, early childhood intervention, employment 
training, and health and medical services, are discussed below. 

Case Management 

Ethnographers asked families to express their feelings about the kinds of 
services provided by CCDP. Families 1 perceptions of both their 
relationships with their case managers and other CCDP staff members and 
the way in which these relationships affected families' satisfaction with and 
participation in CCDP are presented in later sections of this report. 

Many families acknowledged the comprehensive, integrated, and 
informative assistance provided by their case managers. At Project N, the 
ethnographer observed that Ms. K recognized the coordinating role of the 
case manager— how her case manager "raises things that are linke d 
together." The ethnographer elaborated: 

Ms. K, like many of the mothers I interviewed, saw child care as a 
difficult problem that needs to be resolved before she can go back to 
school. Yet she emphasized how her case manager also had raised 
this point as soon as they began to explore possibilities of further 
education or training (i.e., the two issues had been worked on 
together from the beginning). The same was true with Ms. ICs goal 
of moving out of public housing. She appears to have discussed this 



6-7 



CCDP— A National Family Support Demonstration; interim Report to Congress 



with her case manager but with a full understanding of its relation 
to her other goals of education and employment. 

At Project H, the ethnographer described Ms. Q's feelings about the 
integrative case management services offered by her CCDP project as 
follows: 

Ms. Q was involved with Project H because she felt it was "an 
opportunity to sit down and pay more attention to our children...to 
see how they are developing." For Ms. Q, the integration of the child 
development piece and the social service piece of the CCDP is well 
established; the joint involvement of both she and her husband also . 
seems very important to her...She indicates that their case manager 
works well with them around all these issues (e.g., parent education 
and early intervention as well as job training for her and her 
husband). Ms. Q thought that participation in the program had 
made her husband more attentive to and involved with all their 
children and had brought her and her husband closer together. 

Ms. W is a 50-year-old grandmother enrolled at Project M. Her 26-year-old 
deaf and mute daughter is the mother of the focus child (who is 2 years old). 
Ms. W described the wide range of services included in her case 
management as follows: 

I am satisfied. They really have helped me with my grandchildren. 
I have been lucky to get a place like this that could help me. That is 
why, if I need something, I call Project M and tell my coordinator. If 
she needs to go to my house, she will go, too* They accompany me 
when I have to attend school meetings concerning my grandson; they 
also give me transportation. They would pay for a taxi for me. They 
interpret for me. They are trying to get my daughter into a special 
training program. I have no complaints. The program has been very 
good to me.... 

Some famili es are thankful for the information and resources provided 
through CCDFs case management component. A parent at Project H 
remarked: 

I like the program. It's the support that I need..That's why I like 
the project— because it helps me out. You know, it gives me a lot of 
resources that are out there that I didn't know I could get, you know, 
and they'll help me with it. 

The ethnographer at Project R described another famili es' favorable 
perception of information and referral services provided by CCDP as follows: 

During all of the famil y interviews, all but one of the families stated 
that CCDP had helped financially by providing them with 
information or referring them to resources. One family stated that 
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they had not received any financial assistance from CCDP, but knew 
if they needed help, they could ask for it, and CCDP would be 
responsive. 

Finally, the ethnographer at Project P noted a special situation where case 
management services provided more than information and referral services. 
In this example, case managers helped a group of Mexican families 
assimilate to an unfamiliar English-speaking environment: 

A small segment of parents who came from Mexico to Project P were 
concerned about their inability to function in an English-speaking 
environment. These Spanish-speaking parents were grateful that the 
case managers helped them fill out applications for apartments, jobs, 
and services. One woman said that she had problems understanding 
the flow of English but was quite good at pronouncing the words that 
she did know, while her husband understood much when others 
spoke English but had a terrible time pronouncing and spe akin g. 
The sympathy and patience showed by the advocate were much 
appreciated by these folks, especially since they both intended to 
advance in their schooling. 

Child Care 

Many CCDP famili es appreciated the day care services provided by CCDP 
projects and especially were impressed by the amount of attention many 
centers gave to early childhood development Families* comments about 
child care are highlighted below. 

The ethnographer at Project H commented on the importance of child care 
to most families at the center 

When speaking about Project H in general, satisfied participants 
invariably mention the child care assistance that they receive as a 
mqjor benefit of the program. Thus [a client] states the following: 
Td say a rewarding experience is having the child care— that's the 
main priority.* 

According to the ethnographer at Project K, free child care services are a 
favorite component of the program because it enables parents to work and 
attend educational classes. One married mother with two children 
explained: 

Without it, Td be back on welfare, or I would have a lower standard 
of child care. There is one place that would charge me $75 a week 
per child, but I hope I never have to use it again. You end up with 
someone who puts the children in front of the TV. They don't have a 
license and there's a reason why they don't. 
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One woman at Project X credited the center for turning her life around, and 
the ethnographer noted how the provision of child care services helped the 
woman face her problems: 

Before the project, the primary care giver was using drugs and was 
discouraged about the future. At first, she was happy for the child 
care so that she could "send the kids off for the day and not be 
interrupted while I laid on the couch in front of the TV all day." 
Then, through her conversations with her [case manager]...she 
realized that she didn't have a life and that she could have one if she 
wanted 

Parent Education 

Overall, families involved in CCDP were pleased with the parenting classes 
they attended because the classes helped them help themselves and their 
children. At Project R, for example, many families believed child 
development classes would help empower them to give their children a 
better life than they had experienced The ethnographer explained: 

One mother conveyed that the classes had benefited her and her 
children* Not only did she feel she was providing educational 
activities to them, but she also learned how to play with her 
children. This woman grew up in an alcoholic family and 
experienced little play time and nurturing as a child (She only 
wished someone had provided her with child development education 
when she had her first two children.) 

After attending the classes, many parents remained optimistic about the 
benefits of parent education activities. Some parents at Project K already 
had noticed differences in their relationships with their children. 
Furthermore, parents at Project S believed they had learned a great deal 
about how children grow and develop through the project's parent education 
series. The ethnographer at Project S shared the story of a young 
African-American mother who used parent education classes to dispel myths 
of childr earing and increase her confidence in dealing with her family: 

The young mother found herself in a town where she knew very few 
people.. .[she was] expecting a baby and experiencing difficulties with 
her pregnancy. She was forced to stop working and returned to live 
with her widowed aunt who had raised her. Her aunt believed all 
the old wives tales...*If you turn your baby upside down it will hurt 
her liver and shell die— You aren't supposed to play with a child, it's 
not good for them*.... The parent was terribly confused about 
parenting when Project S entered her life. She quickly says that it 
has completely turned her life around She is confident now about 
how to raise her child, is familiar with the importance of spending 
lime with her child, and is very anxious to get back into the 
workforce. 
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According to the ethnographer at Project V, one 24-year-old woman was 
thankful the program provided her with an opportunity to learn to be a 
better mother as well as to improve herself: 

Ms. D was born in Mexico and moved to the United States when she 
was 17 years old. She married her husband when she was 19 years 
old; he started abusing her physically a short time later. He 
threatened to take away her children (two boys, 3 years old and 18 
months old) if she tried to leave him. Since she entered Prqject V, 
Ms. D has attended parenting classes and she told us... that still 
today her husband makes jokes and wants to make a point in that he 
knows everything there is to know about being a parent..J3ut no 
matter what her husband says, thing s have started to change in her 
home.. ."He has changed a lot. He is going to parenthood classes, so 
he can learn to be a better husband and a better father. I also am 
learning a lot at Project V, thank God." 

Some parents did make suggestions about how the parent education 
services could be more useful to them. Most families interviewed at 
Project R believed CCDP has been very helpful in improving parenting 
skills but wished the center would offer additional parenting education 
workshops/classes, because many parents felt frustrated and unsure of how 
to respond to their children. Some parents suggested offering 
question-and-answer sessions for parents and including information on how 
to deal with older children* 

Early Childhood Intervention 

Many parents appreciated the early intervention services provided by CCDP 
because the services benefited both the children and the parents in a family. 
For example, at Project U, the ethnographer reported: 

[Some] parents commented that the team members' assessments of 
their child's special and emotional and physical needs were a source 
of satisfaction to them. They felt the early intervention was an 
unanticipated but welcome benefit of enrolling in the program. 

A father at Project K commented that "[We benefit most from]...the help 
they offer with our children to help them grow mentally as well as 
physically and socially. * 

Many families also viewed intervention services as affording a chance for 
them to learn more about their children's development. According to Project 
R'8 ethnographer: 

Parents were happy that specialists provided them with information 
and suggested specific activities to do with the child because it 
relieved some of the stress of selecting the appropriate activities for 
their child's development. [One mother] especially likes the 
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educational activities and the homemade toys provided by t 
specialist and believes her child would not be as developmentally 
advanced without the support her child receives. 

Employment Training 

Job training services were rated quite satisfactorily by many CCDP familie s 
For example, one ethnographer reported: 

Employment services and/or education are the top priorities for many 
parents at Project N....This probably reflects parents , own 
assessments that such training and employment are necessary 
prerequisites for meeting many other needs. 

At Project M, a mother of a 1-year-old son attended the vocational education 
program with her brother. She commented: 

The vocational training helped me with things I didn't get in school. 
For example, in school they would teach you how to do an interview, 
but here Tve learned how to do a r6sum£ and cover letter. 

At Project U, the ethnographer described the stories of two women who 
returned to the workforce after obtaining training from CCDP: 

One mother with two children completed a refresher course to be 
recertified in her field She was extremely satisfied that [the CCDP 
project] had been able to pay for her short course and she was now 
working full time. Another single parent with a daughter had 
completed a certificate program, and she now was working full time. 

Health and Medical Sen/ices 

Families generally were pleased with the medical services provided The 
following examples describe the extent to which some families have valued 
this service component. 

The ethnographer at Project L noted why some families value the project's 
provision of medical services: 

In general, families are satisfied with medical services. The majority 
of the [project's] families did not have medical service prior to this 
program....For the most part, families are satisfied with [one of the 
clinics]. They feel this clinic always attempts to accommodate them 
between patients, and they get in even if they have to wait 3 hours. 

Project Vs ethnographer provided the following sto^y about how one 
woman's Jife has been turned around because of the medical services off ered 
by that center: 



ERLC 



177 



Attrition (Terminations) and Family Satisfaction 



Ms, C, 35 years old, is a single mother of three children. She came 
from Mexico to the United States in search of a better life, but 
developed a drinking problem during the pregnancy of her first child. 
After joining CCDP in 1991, she was examined by the CCDP doctor, 
who took her to a specialist She had alcoholic hepatitis. Since then, 
she explained, the social workers and the doctor had been with her 
all the way. "The doctor from Project V asked me if I wanted to go to 
one of those groups (Alcoholics Anonymous) n ....She said that 
Project V has helped sometimes with food and with all the visits to 
the doctor who is taking care of her illness. 

Since 1991, Ms. C has kept her promise to herself and has not taken 
a drink. In addition, she has learned about healthy eating habits 
and the danger of drinking while pregnant. Finally, Ms. C is taking 
an English class in preparation for the GED e xam : She says, 
"Now... I can think about another type of life for me and my children. 
I don't want to die and leave my children alone." 

Participation In and Satisfaction With Parent Involvement Activities 

As discussed previously, CCDP families typically were more satisfied with 
parent involvement activities (e.g., the parent council, the project advisory 
board, craft classes, newsletters, and fimdraisers) if they were active 
participants in the programs. In addition, Project «Ts ethnographer observed 
that most of the active family members have established strong friendships 
and support networks. It appears that relationships with other parents 
tend to encourage participation. 

like many families in other projects, Project C parents' main reason for 
participating in CCDP-sponsored activities was to socialize and seek support 
from other parents in similar situations. At Project K, one father described 
his new-found sense of belonging as fellows: 

[I feel] real happy. It gives us a chance to get out and see other 
parents in the community— parents who are like us. We don't feel 
like we're the only ones going through these things. We hear other 
people's problems and meet neighbors. 

In addition, the ethnographer at Project U discussed how participation in 
parent activities helped a woman develop a stronger sense of herself: 

[She] has strains in her relationship with her spouse and is working 
through challenging situations with her children and her spouse. 
She has stated that her involvement in the group activities of [the 
project] and her active role in leading meetings and working with 
other parents has built her sense of self-esteem. "All I have is 
negative at home. But I come here and people listen to me. I can 
get things done. I can be somebody, and I get all the positives." 
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At Project N, parents not only value the opportunity to socialize and to 
improve their self-esteem but believe that, as a result of their participation 
in CCDP, they have learned important skills, such as how to make joint 
decisions and how to build and maintain effective groups. Project N*s 
ethnographer summarized a parent's comments as follows: 

...another goal of the parent council [is] decisionmaking. This has 
several dimensions. First, there is simply the experience of working 
together in a group... Thus, one [parent said], "[The parent council] is 
a chance to use your mind, a chance to learn how to co mmuni cate,* 
There is also the aspect of making your own decisions as a group, 
planning what you want to do, and carrying out your plans. One 
parent asserted, "I come back because Fm interested in it — making 
decisions — where we go, how we go"... At the moment, the mmn 
things that parents are deciding about and doing as a group are the 
social activities and fundraising events. 

One parent explained that her learning experiences included finding out 
information about community resources and that this was her main reason 
for participating in involvement activities. She said, 'That's what I like 
about these [parent group] meetings — the more you go, the more you find 
out. w 

Male Involvement 

All CCDP projects have at least one staff member whose responsibility it is 
to address the needs, problems, and goals of CCDP male family members in 
conjunction with other CCDP staff members. Most projects also make 
available special programs and activities for males (see Chapter 2). These 
programs typically are designed as a way to *hook* males into the project 
with recreational or male-oriented activities. For example, some famili es at 
Project M have suggested that the program offer more activities for males. 

It appears that some males are becoming increasingly involved in CCDP 
activities, although there is wide variation in the level of male involvement 
and participation across and within CCDP projects. Also, there appears to 
be two levels of male participation— (1) "male-oriented" activities, usually 
including athletic and other recreational projects, and (2) more consistent 
and more serious commitments. Following is a description of Project S' 
attempt to include men in its program: 

There are some efforts being made to do more male-oriented things, 
and when these activities are offered, the males do come. A recent 
business council-sponsored event was the opportunity to attend a 
university basketball game. Fifteen project families attended along 
with business council members. Those attending thought it was 
great! 
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At some CCDP sites, men are participating in more substantive activities. 
Some men pursue activities that may help them find employment, whereas 
others are interested in learning about their children's development Project 
Kb ethnographer noted that fathers participate most in the areas of 
education, job training, and employment services; special events; and 
medical and dental services. 

At Project N, some fathers have become very interested in learning about 
child development The ethnographer commented: 

One thing [some] of these men have in common is a keen interest in 
their children's development and their positive evaluation of the child 
development component of the project. [Most] of them participate 
regularly in the weekly sessions with their children. Each one also 
reported that this was the main reason they were drawn into CCDP 
in the first place. "When the family advocate and co mmuni ty 
organizer first stopped by, they explained the program..it seemed 
interesting, especially something dealing with children....Their work 
with the children is what got my interest in the program,* said one 
father. This father signed his family up right then, not realizing his 
wife already had filled out an application. 

At Project U, a father who was very interested in how the program could 
help him plan for his family and for its future made the following comment: 

I want to have an ongoing relationship with someone who will help 
us with long-term goals...rm not sure how to organize this. Fm 
having a hard time to just establish our family life. 

The ethnographer explained that this father was receiving adequate 
assistance in reaching short-term goals and was now ready to look at 
long-range goals. 

At Project K, one Latino father had hesitated about attending project events 
but eventually felt comfortable participating with a few other men: 

At first, I was kind of uneasy because I was the only male.. J used to 
see all the ladies and wonder, "Could I say these things without 
hinting their feelings or getting myself in trouble?" But now it's Ifop 
one big family. 

Staff Relationships 

Ethnographers also were asked to evaluate the nature and quality of the 
relationships between the families and staff members. Several 
ethnographers noted that (1) there was a strong correlation between a 
family's relationship with its case manager and its degree of satisfaction 
with CCDP services and (2) most families were more than satisfied with the 
quality of their relationships with project staff. 
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At Project I, some families reported that their most rewarding experience 

with the program was their relationship with their case managers. One 

woman, who joined the program as a result of a door-to-door recruitment ^ 

campaign, had two children who were involved in the center's child care 

program. She told the ethnographer that "I am fortunate/ I have an 

excellent relationship with my home visitor. We are friends.. J am 

motivated by friendship and personal commitment." 

At Project M, one woman also described how much she relied on her case i 
manager: 

She comes by every Monday, and we do things with the kids. Even 

at night, I can call her. If I can't get her, I don't talk with anyone 

else. I wouldn't change my advisor for the world. ^ 

Families in other projects also praised their family advocates: "My family 
advocate goes beyond the hours she's paid for," says one parent in Project D, 
"Of all the family advocates in the project, my family advocate is the best." 

When asked what was the most important part of the program to her, a i 
Spanish-speaking woman from Project P told the ethnographer: "Quiero 
mucho a [advocate's name]...Ya la siento como mi familia." ("I love my 
advocate very much. I already feel like she is family ") 

Families' Suggestions for Improving CCDP 

In this subsection, we summarize the ethnographers' findings regarding 

families' suggestions about how CCDP could serve them more effectively 

and/or more efficiently. Families presented their ideas on a wide range of 

topics, from child care to staff turnover to poor communication among staff 

and between staff and families. Ethnographers noted, however, that many < 

families offered these suggestions after expressing high satisfaction with the 

overall CCDP services. In addition, all project directors have reviewed the 

specific suggestions and have been encouraged to take supportive actions. 

Child Care 

Although ethnographers noted that many families found the child care 
services helpful, many families believed the centers' hours were much too 
limited for them to look for a job or to accommodate their existing work 
schedules. An ethnographer at Project U reported: 

i 

The discussion group parents felt that if this program was to prepare 
them for working in the "real world," it should be providing realistic 
day care. That is, child care should be open from 6 a.m. to 6 p m., 
with lots of space available so children could be dropped off at any 
time.. ..Specific comments included the following: "How do they 
expect us to work if they don't give us child care? You can only work 
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between 10 o'clock and 3 o'clock! Who manages that?" and "They 
have to make more hours available. You can't make an appointment 
and look for a job only 2 hours a day. If I get ready to look for a job I 
want to do it all day,* 

One staff member of Project I made a suggestion about improving day care 
service horn's, which would require a commitment by the families as well as 
the day care center: 

I would like to see a 7-day, extended-hours center. I would like to 
see f am i lies helping families by bartering services. I would like to 
see extended child care, with families donating a specific amount of 
time to see that happen. 

Staff Relationships 

Although ethnographers reported that most families maintained close 
relationships with staff, some families expressed dissatisfaction with issues 
of staff availability and turnover, differences in culture and language, and 
poor c ommuni cation. Each of these issues is discussed below. 

Staff Availability and Turnover 

Families would like to see less training and other demands placed on their 
advocates so that the advocates can be more accessible to the families. The 
ethnographer at Project P reported the frustration that some families were 
experiencing in trying to access project staff: 

One parent was told that the reason it had been impossible to reach 
her advocate was the amount of training that was being commanded 
of her and the fact she was in the field a lot. Others said they felt 
their advocate was overworkecL.with too many workshops and 
training. As she said, "I think its just the program, 'cause every lime 
they say she's in assignment and training, they have her gone all 
week" Whether or not her perception was entirely on mark, this 
parent felt that the program should go easier on the training and 
other demands placed on her advocate. 

Several famili es expressed dissatisfaction or confusion when CCDP staff 
were replaced or relocated, or when they left CCDP, often without telling 
the families in advance. 

At Project U, the ethnographer noted: 

These comments reflect parents' fatigue and desire for some stability 
in their lives. One client asked, "Who's on my team now? They keep 
changing.'* Another commented, "I get tired of there always being a 
new person," 
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Cultural and Language Issues 

Families believed that the problems they had experienced with staff could 4 

be attributed to differences in culture and language* For example, the 

ethnographer at Project L learned that some families felt staff were taking 

too strong a hand in mandating how the families should live their lives* 

Some suggested that the staffs dissimilar background and culture may have 

influenced the staffs unwelcome behavior* ^ 

At Project I, the ethnographer observed conflict/issues of diversity embedded 
in some parents' concern about their children's health: 

Parents and staff sometimes misread each other* For example* staff 

may observe a health issue and contact the parent for information 4 

and assistance* The parent in turn may interpret the inquiry us an 

indictment against [his/her] care of the child in question* Part of the 

suspicion is based on cultural differences**** 

Communication issues 

Poor communication among and between staff and families has generated 
concern and frustration in several CCDP programs* At Project K, parents 
feel that communication needs to be stronger among project staff members 
and between the project and families* One parent told the ethnographer: 

i 

Staff members should communicate better with each other* It's like 

everybody constantly is having meetings* but a lot of times the right 

hand doesn't know what the left hand is doing* I was concerned 

about that in the summer because some of the staff thought I had 

quit the program* and I specifically had told them that I wasn't 

quitting* I thought everybody knew that, you know, but they 1 

didn't***Why didn't everybody listen? 

In addition to witnessing communication difficulties among staff, 
ethnographers reported that many families received from the staff either 
incorrect, outdated, or incomplete information about core services, 
programmatic changes, and scheduling issues* For example, at Project K, 
many parents commented that they were not made aware of available 
services, such as counseling and support groups, housing assistance, and 
dental care* Parents also mentioned lack of advance notice about upcoming 
events (e.g., advisory board meetings, special events, and parent education 
classes) as a reason why they were dissatisfied with elements of CCDP* 

Scheduling Issues 

Ethnographers observed that a question frequently asked by CCDP families 
that participated in CCDP workshops, day care programs, and parent 
education sessions is, 'Whose schedule are these days/times supposed to 



5-18 

ERiC 183 



Attrition (Terminations) and Family Satisfaction 



accommodate?" There appears to be a conflict between which timeslots are 
more beneficial for staff versus those which are more convenient for parents* 
It is often very difficult for parents to attend workshops and sessions during 
the day because they either work or attend classes. 

The ethnographer at Project P noted that there appeared to be a problem in 
coordinating schedules with parents and getting enough parents to 
participate in the activities* Furthermore, at Project B, the ethnographer 
explained how scheduling issues prevented families from receiving a full 
range of services: 

On the day I interviewed the site coordinator, a play group had been 
scheduled, but the person responsible for doing it did not show up. 
Fortunately, neither did any parents or children. The parent 
trainings are no more consistent than the play groups....The sites 
have had little or no ongoing communication regarding what 
activities will be offered and when* Since project staff are unaw are 
of the days and times of these activities, information is not 
disseminated to family members. The family advocates said that 
they were concerned about telling their families about the play 
groups and parent trainings since they often were not held as 
scheduled. 

Transportation 

Ethnographers noted that some families are motivated to participate in 
CCDP program activities because the CCDP offers them transportation to 
service locations. Limited hours was the most often mentioned issue of 
concern for families who utilized the programs' transportation services, 
although some worried about the advanced planning necessary to receive 
services and about the difference between the amount of transportation 
promised to them and the actual amount they received. 

The ethnographer at Project U explained how inaccessibility to 
transportation affected families' use of other services, such as child care: 

Parents who were interviewed stated that one source of frustration 
was that the van run comes too late in the morning to pick up the 
children. These parents made their own arrangements to transport 
children. [Others] stated that the van would drop off children too 
early in the afternoon, when parents work until 4 or 5 o'clock. 

Conclusions Regarding Families 9 Satisfaction With CCDP 

A family's level of familiarity and comfort with various CCDP components 
affects the family's participation in and satisfaction with the overall CCDP 
program. Many families rely on their case managers and other parents to 
help them become more involved in the CCDP projects, and most families 
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depend on those personal relationships to remain optimistic about their own 
family's long-term outcomes. CCDP projects appear to be quite successful in 
addressing many families' needs in terms of core services and parent 
involvement activities. However, comprehensive child care services (with 
extended hours during the evenings and weekends), modified parenting and 
job training programs, more consistent relationships with staff, and clear 
interstaff and staff-family communication were suggested by CCDP families 
as areas needing improvement. Many CCDP project staff already have 
implemented these changes. The fact that family members are able to 
articulate their thoughts about how CCDP could be improved and offer 
positive solutions is an indication that many CCDP families hav e ts'sen 
"ownership* in their CCDP projects. 
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Chapter 6. FAMILY- AND INDIVIDUAL-LEVEL NEEDS, 

SERVICE RECEIPT AND UTILIZATION, AND GOAL 
ATTAINMENT 



Case managers are actively involved in the ongoing process of assisting 
families in assessing their needs and goals, developing and reviewing 
service plans based on these assessments, educating familie s, brokering and 
referring families to needed services, and monitoring family progress toward 
achieving goals. 1 

A needs assessment is conducted with individual family members and the 
family as a whole at least once every 6 months. While some Comprehensive 
Child Development Program (CCDP) projects developed their own 
assessment processes and instruments, all projects must record this 
information on a common management information system (MIS) form. The 
MIS assessment form contains a listing of more than 40 potential needs, 
such as vocational training, housing, education, and child care. Case 
managers actively involve families in this needs assassment process. Joint 
participation in goal development facilitates the process of helping famili es 
plan priorities in their lives and ultimately take responsibility for their own 
welfare. Furthermore, the strategy of enlisting families' support in the 
development of service plans is designed to foster a sense of empowerment 
and control over their own destinies and to decrease modes of thinking and 
behaviors that maintain dependency. 

This chapter is divided into three sections. In the first section, a 
quantitative analysis is presented of (1) the percentages of families and 
individual family members who identified specific needs and goals, (2) how 
well CCDP staff respond to these needs and goals, and (3) families' and 
family members' progress toward goal attainment from project inception 
through March 1993. The second section presents a quantitative analysis of 
family service utilization patterns in the first half of Fiscal Year (FY) 1993 
(October 1, 1992, through March 31, 1993). Finally, the third section 
provides a qualitative perspective on needs reduction and goal attainment in 
the form of CCDP participants' "success stories." Together, information 
examined across all three sections provides a picture of CCDP families' 
progress toward empowerment and self-sufficiency. 



Case managers work with family membere to complete needs assessment* and goal development for the 
family as a whole and for individual adults and children. Likewise, service plans are written to address the 
needs and goals of families and individual adults and children. 
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DESCRIPTION OF NEEDS AND GOALS 



Tor illustration purposes, needs and goals have been classified in this report 
either as (1) areas which address deficit reduction or (2) areas which 
address empowerment. Deficit reduction includes attending to survival 
issues and basic necessities, such as transportation, health services, and 
food. These necessities are, for the most part, related to basic survival. On 
the other hand, the reduction of needs related to empowerment tends to 
facilitate independence and growth. Issues that relate to empowerment 
include employment and income, education and training, self-efficacy, and 
the size of one's social support network 

Needs and goals related to deficit reduction and empowerment are described 
by the MIS data base, as summarized in Exhibit 6-1 following this page. As 
these examples illustrate, deficit reduction has to do with life's basic 
necessities and with overcoming dysfunctional behaviors and relationships. 
We categorize these needs and problems as deficit reduction because they 
focus on completing the first necessary steps to overcoming barriers needed 
to focus on achieving social and economic self-sufficiency. For example, 
family members need to be physically and mentally healthy and have 
reliable transportation before they can plan longer range goals related to 
securing jobs and furthering their education. Furthermore, families 
experiencing chronic inner turmoil due to physical or alcohol and other drug 
abuse may have difficulty focusing on other basic problems and needs and 
may find it impossible initially to set long-term goals relating to 
self-sufficiency. 

Empowerment issues go beyond, obtaining the basic necessities or 
ameliorating immediate family and/or individual dysfunction. They relate 
to enhancing family economic and social growth and individual family 
member problemsolving, self-control, self-esteem, and coping skills. 
Empowering family members means that individuals are able (1) to identify 
and define intrinsically for themselves or for their dependents long-term 
goals which are important to them and (2) to identify the means for 
achieving these goaiS. Furthermore, empowerment implies that individuals 
believe that the goals they set actually are attainable. The greater this 
belief, the greater will be the level of effort individuals expend to achieve 
these goals. One example of an empowerment goal is to become part of a 
social support network Another is to access, independently, needed 
community resources. CCDP is a program designed to simultaneously 
address deficit reduction needs in the short term and empowerment needs 
in the long term. 



CCDP RESPONSIVENESS TO NEEDS AND GOALS 

Preliminary results addressing how CCDP has responded to addressing 
family and individual member needs are discussed below, followed by 
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Exhibit 6-1 



MIS Codes for Needs and Goals Categorized As Reflecting Either 
Deficit Reduction or Empowerment 1 



DEFICIT REDUCTION NEEDS 


EMPOWERMENT NEEDS 


£M*K V Health Cans, Social .£Ki)j^i'€Md Abase 

^llliipi Physical Health, High Blood Pressure, 
Overweight, Blindness or Visual Impairment, 
Deafness or Hearing Impairment, Speech Impairment, 
Dental Health, Physically Impaired, Drug Abuse, 
Alcohol Abuse, Smoking, Mental Illness, High Stress, 
Learning Disability, Literacy, Basic Life Skills, 
Chronic Health Problems Related to Birth, 
Developmental Disability 


Family Planning, 
Self-Aspfcrasion Level, Aspiration Level for 
Child, Self* Esteem, English as a Second 
Lancuflge, Educarinn Iav^ Vocational Skills 
Employment 


DEFICIT REDUCTION GOALS 


EMPOWERMENT GOALS 


and Chronic Health Care, Physical Therapy, 
Drug/Substance Free, Stress Reduction, Family 
Relationship, Mental Health, Literacy, Basic Life 
Skills, Special Education 


Furthering Education,' 
Techiiical/Vocational Training, Language Skills, 
Economic Self-Sufficiency, Employment, Self- 
Efficacy, Social Support Network, GED/HS 
Diploma, AA, CD A, BA/BS, Advanced Degree, 
Vocational Certificate, Cognitive Development, 
Social Development, Physical Development, 
Educational Skills 



lf The needs and goals that are shaded are available in the data base at the family level The entire set of needs 
and goals shown above (including those shaded) are available for "individual family membra." 
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findings on how much progress families have made thus far in attaining 
their goals. 

Family-Level Needs 

Exhibit 6-2 following the next page displays the percentage of families that 
identified specific needs, the percentage of families that received at least 
one type of service in connection with each need, and the average number of 
different unique types of services these families received or utilized in 
connection with each need. 2 The number of actual times families received 
these services is not included in this exhibit. These data are included in a 
later section of this chapter, CCDP Core Services Utilization. 

As seen in Column 2 of Exhibit 6-2, a large percentage of CCDP familie s 
identify similar needs: 

* Deficit reduction-type needs, such as improved housing (66 percent), 
child care (62 percent), transportation (58 percent), and health care (38 
percent); and 

• Empowerment-type needs, such as the need for improved parenting 
skills (67 percent), increased income (52 percent), and community 
resource usage (48 percent). 

Examples of problems and needs less commonly identified for families 
include child abuse/neglect (6 percent), spousal abuse (6 percent), and better 
sibling relationships (11 percent). 

Once a need is identified and a goal articulated, the case manager assists 
the family and each family member in identifying a series of activities and 
services that will help move the family or family member toward achieving 
the goals. Services received by family members and families as a whole are 
recorded in the MIS. For example, a family member who chooses smoking 
cessation as a need that he/she wants to meet may attend smoking 
cessation counseling; this attendance would be recorded in the MIS. It is 
also possible to address a problem or need with several types of time-phased 
services. For example, if housing is a problem for a family, multiple 
services can potentially address this need at different times in a family's 
growth cycle, including temporary housing/shelter, low-rent public housing, 
rent subsidy (private housing), low-income mortgage assistance, home 
improvement assistance, and utilities assistance. 

Services received by a family may be provided directly by CCDP staff, by e 
contractor in the private sector, or by another public or community agency. 



'See Appendix 6A following this chapter for a lifting of the many different types of services families 
received under CCDP. Appendix 6B provides a list of needs as well as the corresponding service codes used 
in Exhibits 6-2 through 6-4. 
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In many cases, projects help families by brokering services through outside 
agencies. The MIS data presented in Column 3 of Exhibit 6-2 indicate that 
CCDP projects have been successful in their attempts to provide multiple 
services in connection with the needs identified by families. In only one 
category of deficit reduction needs (e.g., clothing) and one category of 
empowerment needs (e.g., home management) did less than 100 percent of 
families receive or utilize on average at least one type of service in 
connection with their needs. 

The data presented in Column 4 of Exhibit 6-2 reflect the average number 
of different types of services received or utilized by families in connection 
with each stated need 3 These data indicate that for one-half of the deficit 
reduction needs (six), at least two different types of services were used by 
families for each such need. For another five needs, between one and two 
different types of services were received. This suggests that CCDP case 
managers have been resourceful and responsive in targeting different types 
of services to the problems faced by CCDP families. For example, the 
reported problem of "social isolation" has been addressed in a variety of 
ways, including through participation in parent/peer support groups, 
recreational activities, and the provision of transportation. 

individual-!* jvel Family Member Needs 

Exhibit 6-3 following this page displays the percentage of family members 
that identified specific deficit reduction needs, the percentage of family 
members that received at least one type of service for each need, and the 
average number of different types of services these family members received 
or utilized in response to each need. Exhibit 6-4 presents similar 
information as it relates to the empowerment needs of individual family 
members. 

In the area of deficit reduction, the only needs identified by at least 
one-third of family members were health related (i.e., physical health, 
36 percent; nutrition, 34 percent; and dental health, 33 percent). Not 
surprisingly, parents view such needs as transportation (14 percent), chil d 
care (5 percent), and housing (3 percent) as family problems and not 
individual problems (i.e., the corresponding percentages in Exhibit 6-2 for 
families are 58 percent, 62 percent, and 66 percent, respectively). 

Based on the data in Column 2 of Exhibit 6-3, the most pressing problems 
facing most CCDP family members were related to nutrition (34 percent), 
physical health (36 percent), dental health (33 percent), high stress (15 
percent), social isolation (15 percent), and health care (10 percent). Projects 



•Thio analysis was accomplished by first checking the Family Needs Assessment Form to identify who 
reported a need. Then, the Contact Summary Form was checked to determine how many of these families or 
family members have received at least one type of service corresponding to the identified need. The number 
of different types of services a family received in connection with a stated need then was determined. 



Exhibit 6-2 

Percentages of Family Needs identified and Types 
of Services Received 1 



Type of Need 


(2) 

Percent of Families 
Identifying Need 


(3) 

Percent of Families 
Receiving at Least One 
Type of Service 


(4) 

Average Number of 
Different Types of 

kJvl TlVCa IxCVvl T vVl 


DEFICIT REDUCTION 




Housing 


66% 


100% 


1.08 


Clothing 


29% 


60% 


0.60 


Transportation 


58% 


100% 


1.17 


Nutrition 


42% 


100% 


1.77 


Health Care 


58% 


100% 


2.81 


Social Isolation 


24% 


100% 


1 fit 


Child Abuse/Neglect 


6% 


100% 


2.98 


Spouse Abuse 


6% 


100% 


1.83 


Child Care 


62% 


100% 


4.52 


Marital/Partner 
Relationship 


27% 


100% 


137 


Siblings Relationships 


11% 


100% 


237 


Parent-Child 
Relationships 


37% 


100% 


3.84 


EMPOWERMENT 




Parenting Skills 


67% 


100% 


4.17 


Home Management 


38% 


47% 


0.47 


Community Resource 
Usage 


48% 


100% 


4.70 


jl .come 


52% 


100% 


2.30 



'Percentages are based on a sample of 2,749 families using datii from program inception to March 31, 1993. 
Note that some families may have multiple needs. 
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Exhibit 6-3 

Percentages of individual Family Members' Deficit Reduction Needs 
Identified and Types of Services Received 1 



(1) 

Type of Need 


(2) 

Percent of Family 
Members Identifying 
Need 


(3) 

Percent of Family 
Members Receiving 
at Least One Type 
Oi service 


(4) 

Average Number of 
Different Types of 
Services Received 


Child Care 


5% 


100% 


2.06 


Housing 


3% 


51% 


0.51 


Clothing 


3% 


39% 


039 


Transportation 


4% 


100% 


1.02 


Nutrition 


34% 


56% 


0.56 


Health Care 


10% 


64% . 


0.64 


Social Isolation 


15% 


100% 


1.33 


Child Abuse and Neglect 


2% 


100% 


1.74 


Spouse Abuse 


3% 


98% 


0.98 


Marital/Partner Relationship 


2% 


55% 


055 


Sibling Relationships 


1% 


28% 


028 


Parent/Child Relationship 


5% 


100% 


125 


Physical Health 


36% 


98% 


0.98 


High Blood Pressure 


3% 


3% 


0.03 


Overweight 


8% 


66% 


0.66 


Blindness or Visual Impairment 


5% 


68% 


0.68 


Deafness or Hearing Impairment 


3% 


6% 


0.06 


Speech Impairment 


5% 


9% 


0.09 


Dental Health 


33% 


15% 


0.15 


Physically Impaired 


2% 


4% 


0.04 


Drug Abuse 


3% 


78% 


0.78 



'Percentages are based on a sample of 11,010 individual family members using data from program inception 
to March 31, 1993. Note that the same family members may have multiple needs. 
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Exhibit 6-3 (continued) 



(1) 

Type of Need 


(2) 

Percent of Family 
Members Identifying 
xNeea 


Percent of Family 
Members Receiving . 
at Least One Type 
of Service 


(4) 

Average f^ilaluer OI 

Different Types of 
Services Received 


Alcohol Abuse 


4% 


58% 




Smoking 


7% 


1% 


0,01 


Mental Illness 


4% 


76% 


0,76 


High Stress 


15% 


1W7P 


1 QQ 


Learning Disability 


4% 


100% 


1.86 


Literacy 


4% 


19% 


0.19 


Basic Life Skills 


9% 


31% 


031 


Chronic Health Problems Related 
to Birth 


4% 


2% 


0.02 


Developmental Disability 


6% 


60% 


0.60 
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Exhibit 6-4 



Percentages of Individual Family Members' Empowerment Needs 
Identified and Types of Services Received 1 



UJ 

Type of Need 


(2) 

Percent of Family 
Members Identifying 
Need 


(3) 

Percent of Family 
Members Receiving at 
Least One Type of 
Service 


(4) 

Average Number of 
Different Tvdcs of 
Services Received 


Income 


3% 


92% 


0.92 


1^ * f\H *H 

Parenting Skills 


6% 


100% 


2.61 


Home Management 


2% 


47% 


0.47 


Community Resource Usage 


20% 


100% 


2.71 


Family Planning 


11% 


12% 


0 12 


Self-Aspiration Level 


17% 


100% 


1.62 


Self-Esteem 


24% 


52% 


032 


English as a Second 
Language 


6% 


33% 


033 


Education Level 


27% 


89% 


0.89 


Vocational Skills 


17% 


51% 




Employment 


26% 


100% 


2.00 



'Percentages are based on a sample of 11,010 family members using data from program inception to March 31 1993 
Note that the same family members may have multiple needs. * 
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were able to address one-half of these needs (physical health, high stress, 
and social isolation) with at least one type of service, whereas less than one 
type of service on average was brought to bear on the other three needs 
(nutrition, health care, and dental health). 

While 52 percent of the families identified increased income as a need 
(Exhibit 6-2), only 3 percent of individual family members identified this as 
a need (Exhibit 6-4). A similar pattern was revealed for other needs related 
to empowerment (e.g., parenting skills, home management, and community 
resource usage). Approximately one-fourth of CCDP individual family 
members identified education level, employment, and self-esteem as 
important needs to be addressed. Vocational skills and self-aspiration level 
were identified by even fewer individual family members (17 percent of 
family members for each), and still fewer mentioned family planning (11 
percent). Only 6 percent of individual family members mentioned the need 
for instruction in English as a second language. With only 27 percent of all 
CCDP families reporting a Hispanic origin, this represents a proportionally 
small number of family members identifying this need 

Based on data in the second column of Exhibit 6-4, it is evident the greatest 
needs related to empowerment were education level (27 percent), 
employment (26 percent), self-esteem (24 percent), community resource 
: usage (20 percent), vocational skills (17 percent), and self-aspiration (17 
percent). 

Column 3 of Exhibit 6-4 indicates tnat for 4 of the 11 needs relating to 
empowerment (parenting skills, community resource usage, self-aspiration 
level, and employment) all individual family members identifying these 
needs received more than one type of service related to that need. An 
average of 2.23 different types of services was received for these four needs. 
The percentage of individual family members receiving services in response 
to the four remaining needs was as follows: increased income (92 percent), 
a higher educational level (89 percent), improved self-esteem (52 percent), 
and vocational skills (51 percent). 

Family-Level Goals and Progress 

Exhibit 6-5 following the next page displays data on the percentage of 
families that identified specific goals related to deficit reduction, including 
housing (69 percent), child care (65 percent), transportation (58 percent), 
and health care (57 percent), as me^or goals. To enhance empowerment, 67 
percent of the families identified parenting skills as a goal for their family, 
47 percent identified community resource usage, and 48 percent identified 
increased income. These percentages are comparable to those reported 
earlier for family needs. Not surprisingly, families connect need(s) 
reduction and goal(s) attainment for both specific immediate survival areas 
and for specific longer term improvement in the overall quality of a family 's 
life. 
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Exhibit 6-6 following this page presents data on the percentage of families 
that have either achieved or made progress toward achieving their goals. 
Of the major delicit reduction goals identified (i.e., housing, child care, 
transportation, and health care), more than 80 percent of the f amili es have 
either achieved or made progress toward achieving these goals. 

Exhibit 6-6 also indicates that most families have made progress toward 
achieving goals that enhance empowerment at this fairly early stage of their 
CCDP enrollment. For example, 93 and 94 percent, respectively, of families 
made progress toward or achieved their goal of using community resources 
and improving their parenting skills. Eighty-six percent of the families 
nave made progress toward attaining improved income, while ouJy 14 
percent indicated that no progress has been made to date. As reflected 
below, many families are involved in vocational training or improving their 
education— important steps toward realizing the goal of earning sufficient 
income. 



Individual-Level c amily Member Goals and Progress 

Exhibit 6-7 presents data on the percentage of individual family members 
who identified specific goals and the percentage of individuals who have 
made progress toward achieving each goal. Goals are grouped according to 
the following major categories: education, health, mental health, 
relationship skills, skills, and other. 

Education has been a major goal for many family members who view this as 
a stepping stone toward independence. As is evident in Exhibit 6-7 77 
percent of individual family members made progress toward, or actually 
achieved, their goal of earning a GED (general equivalency diploma) or high 
school diploma. Even more impressive is the finding that 80 percent of 
individuals expressing improved education as a goal made progress toward 
or achieved this goal, 91 percent of those who aspired to achieve a bachelor's 
degree made progress toward or achieved this goal, and 77 percent of those 
who wanted an advanced degree made progress toward or achieved this 
goal. In addition, under the skills goals, 63 percent of family members 
made progress in obtaining a vocational certificate, while 23 percent already 
had achieved this goal. More than 90 percent of family members striving 
for unproved education had improved or achieved their educational skills 
and approximately 90 percent of family members (mostly children) also have 
progressed in enhancing their cognitive, social, and physical development. 

In interpreting these data, it is important that the context of the families' 
tenure in the program be considered. As shown earlier, the average family 
has been enrolled in CCDP for only 25 months. Attainment of many of 
these goals requires a substantially longer enrollment. For example, 
obtaining a job to enable a family to become economically Belf-sufficient 
usually requires attaining a number of intermediate goals over a relatively 
long period of time. This is particularly true for typical CCDP family 
members wk uay not have a high school diploma, may not speak English 
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Exhibit 6-5 

Percentages of Goals identified by CCDP Families 1 



ijyV W VIUU 


Pprcpnft of Families Who Identified 

Each Goal 


DEFICIT REDUCTOON 




Housing 


69% 


Clothing 


28% 


Transportation 


58% 


Nutrition 


41% 


Health Care 


57% 


Child Care 


65% 


Marital/Partner Relationship 


28% 


Sibling Relationship 


10% 


Parent-Child Relationship 


36% 


EMlk) • • 


Extended Support Network 


24% 


Parenting Skills 


67% 


Home Management 


36% 


Community Resource Usage 


47% 


Income 


48% 



1 Percentages are based on a sample of 2 t 694 families using data from project inception to March 31, 1993. Note that 
the same families may have multiple goals. 
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Exhibit 6-6 

CCDP Family Goal Attainment and Progress 1 



W 

Family Goals 
Identified 


(2) 

Percent of f amilies 
Who Made No Progress 
Toward Achieving Goal 


(3) 

Percent of Families 
Who Made Progress 
Toward Achieving 
Goal 2 


(4) 

Percent of Families 
Who Achieved Goal 1 






■ ■ ■ 0 


Housing (n=l,394) 


16% 


53% 


31% 


Clothing (n=£30) 


29% 


69% 


19% 


TransDortation fn=l-21fT) 


10% 


65% 




Nutrition (n=885) 


5% 


79% 


16% 


Health Care (n=l,216) 


4% 


79% 


18% 


Child Care (n=132 - 


11% 


55% 


34% 


Marital/Partner 
Relationship (n=552) 


20% 


74% 


6% 


Siblings Relationships 


9% 


77% 


14% 


Parent-Child 
Keiaoonsnips (n=7l2) 


5% 


87% 


8% 








Extended Support 


9% 


78% 


13% 


Parenting Skills 
(n=l,458) 


6% 


87% 


7% 


Home Management 
(n=724) 


11% 


80% 


9% 


Community Resource 
Usage (n»935) 


7% 


81% 


12% 


Income (n=932) 


14% 


76% 


10% 



1 Percentages are based on a sample of 2,694 families. 

*rhis category includes those who are stated to have made "initial progress,* "some progress," or "much progress.** 
'This category includes those families whose "goal is no longer applicable,** implying that the goal was achieved 
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Exhibit 6-7 

CCDP Family Member Goal Attainment and Progress 1 



(1) 

Family Member Goals 
Identified 


(2) 

Percent of F* ily 
Members Wt $ 
Made No Progress 
Toward Achieving 
Goal 


(3) 

Percent of Family 
Members Who 
Made Progress 
Toward Achieving 
Goal 2 


(4) 

Percent of Family - 
Members Who 
Achieved Goal 3 


(5) 

Deficit 

Reduction (D) 
or 

Empowerment 

(E) 


EDUCATION 




Furthering Education (n=2,069) 


20% 


72% 


8% 


E 


Technical/Vocational Training 
(ii=l,019) 


30% 


62% 


8% 


E 


Literacy (n=200) 


38% 


53% 


9% 


D 


Special Education (n-=94) 


12% 


79% 


9% 


D 


GED/HS Diploma (n=l,186) 


23% 


51% 


26% 


E 


Alcoholics Anonymous 

(n=216) 


15% 


81% 


4% 


E 


BA/BS (n=173) 


9% 


76% 


15% 


E 


Advanced Degree (n=43) 


23% 


65% 


12% 


E 


HEALTH :: 


Nutrition (rt=3,014) 


5% 


83% 


12% 


D 


Health Care (n=834) 


6% 


87% 


7% 


D 


Acute Health Cere (n=l,828) 


7% 


78% 


15% 


D 


Chronic Health Care (n=927) 


7% 


81% 


12% 


D 


Physical Therapy (n*156) 


8% 


71% 


21% 


D 


MENTAL HEALTH 






Drug/Substance Free (n-434) 


1 29% 


55% 


16% 


D 


Stress Reduction (n=909) 


17% 


79% 


4% 


D 


Self-Efficacy (n«656) 


18% 


78% 


4% 


E 


Mental Health (n«465) 


20% 


75% 


5% 


D 



Total sample size * 10,543 using data from program to March 31, J 993. Note that the same family members may have 
multiple goals. 

This category includes those who are stated to have made "initial progress/' "some progress/' or "much progress." 



This category includes those whose "goal is no longer applicable," implying that the goal was achieved. 



199 



Page 2 of 2 



Exhibit 6-7 (continued) 



(1) 

Family Member Goals 
Identified 


(2) 

Percent of Family 
Members Who 
Made No Progress 
Toward Achieving 
Goal 


(3) 

Percent of Family 
Members Who 
Made Progress 
Toward Achieving 
Goal 


(4) 

Percent of Family 
Members Who 
ACiuevcu lioai 


(5) 1 
Deficit 

Reduction (D) 
or 

Empowerment 

(E) 


RELATIONSHIP SKILLS. 


—. — —r m — — — — 




Marital/Partner Relationship 
(n=668) 


20% 


75% 


5% 


D 


Sibling Relationship (n=115) 


6% 


91% 


3% 


D 


Parent/Child Relationship 
(n-211) 


8% 


91% 


1% 


D 


Family Relationship (n=895) 


11% 


83% 


6% 


D 


SKILLS - • 






Parenting Skills (n=l,892) 


8% 


86% 


6% 


E | 


Vocational Certificate (n=345) 


14% 


63% 


23% 


E 


Cognitive Development 
(n*3,756) 


2% 


91% 


7% 


E 


Social Development (n=3,915) 


2% 


91% 


7% 


E 


Basic life Skills (n~664) 


13% 


82% 


5% 


D 


Physical Development 
(n=3,372) 


1% 


91% 


8% 


E 


Educational Skills (n=U72) 


4% 


90% 


6% 


E 


Language Skills (n=2,919) 


5% 


88% 


7% 


E 1 


OTHER ; 








Housing (n*175) 


21% 


58% 


21% 


D | 


Clothing (n=223) 


44% 


45% 


11% 


D 


Transportation (n«1397) 


11% 


66% 


23% 


D 


Extended Support Network 
(n*34) 


15% 


59% 


26% 


E 


Child Care (n=*l,598) 


13% 


52% 


35% 


E 


Home Management (n=149) 


14% 


83% 


3% 


E 


Community Resource Usage 
(n~146) 


14% 


84% 


2% 


E 


Economic Self-Sufficiency 
(n»l,036) 


18% 


76% 


6% 


E 


Social Support Network 
(n-725) 


11% 


79% 


10% 


E 


Employment (n=2,019) 


18% 


57% 


25% 


E 
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and probably grew up in a home where multiple generations have depended 
on welfare. The process of securing a job often involves several incremental 
steps that require attitudinal changes about the world of work, th<* 
development cf a variety of vocational and behavioral s kills and 
self-confidence, and access to child care and adequate transportation. Even 
then, there may be a need to change jobs several times before achieving an 
income level that enables individuals and families to be economically 
self-sufficient. 

When interpreting data on full goal attainment, it also should be recognized 
that families usually set multiple, interrelated goals and that some goals 
must be met before others can be achieved For example, it is usually 
necessary to obtain child care and reliable transportation before one can & 
meet longer term educational and skill development goals and ultimately 
command regular employment Also, many deficit goals are, by definition, 
continual and do not lend themselves to clear goal attainment. 

Overall, the findings presented in this section provide evidence of growth in 
many areas for a large proportion of the CCDP families. Clearly, CCDP has 
helped families to identify and use community resources and to secure child 
care, transportation, and improved housing. A variety of health needs 
(including mental health needs) has been addressed Goals related to 
parenting skills, child developmental skills, and education are being met, as 
are a number of goals related to family relationships. In summary, many 
families enrolled in CCDP appear to be progressing toward at taining so cial 
and economic self-sufficiency. 



FAMILIES' SERVICES UTILIZATION 

FY 1993 has been a significant year in the life of CCDP. During FY 1993 
data collection procedures at the project level stabilized. This increases 
confidence in the quality and accuracy of the service utilization data being 
collected and entered into the MIS onsite. As a consequence, the data 
reported in this section focus on the services utilized by CCDP famili es 
during the first half of FY 1993 (October 1, 1992, through March 31, 1993). 
In addition, families have reached a level of involvement in the program 
which suggests that they are motivated to actively utilize services. 
Furthermore, the rate of terminations has stabilized and appears to be 
decreasing, suggesting that the families are actively participating. 

Data presented early in the previous section (in particular, Exhibits 6-2 
through 6-4) reflect the type of services received in connection with 
identified family needs. This section focuses on the number of times each 
reported CCDP core service was utilized. Services utilized can be classified 
as either "receptive" services or "active" services. Receptive services include 
case management, parenting education, developmental screenings and 
assessments, and home-based early childhood education. These services 
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typically are provided to the CCDP family in the home and usually are 
initiated by the CCDP staff. Active services are those services that CCDP 
f amili es actively access either on an as-needed basis or because they involve 
activities identified in the family's service plan. Active services include 
center-based early childhood education, 4 health screening services, 
well-baby care, prenatal care, adult education, material or financial 
assistance, counseling and rehabilitation services, housing assistance, 
nutritional assistance, medical payment assistance, and income 
maintenance. . 

Included in this chapter are a number of tables (Exhibits 6-8 through 6-22) 
depicting the patterns of services utilization by CCDP families for both 
receptive and active services. These tables include the number of famili es 
enrolled (i.e., the number of families that could have received the services), 
the number of families that used each particular service, the percentage of 
families that used each service, 6 and the average number of services used 
per family. The child is the unit of analysis for such services as early 
childhood education, early intervention, child care, developmental 
screenings and assessments, and well-baby care. For all other services, the 
unit of analysis is the family, as these services are tracked at the family 
level. 

Receptive Services Utilization 

Exhibits 6-8 through 6-11 present data on services that involve receptive 
utilization (i.e., CCDP projects provide this service directly to all families, 
usually in their home). Services in the areas of case management, 
parenting education, developmental screenings and assessments, and 
home-based early childhood education are discussed below. 

Case Management 

Exhibit 6-8 following this page presents data on case management services 
or "activities" received by families through CCDP. As discussed earlier in 
the report, case management services include needs assessments, planning 
with the family, review of services received with the family, review and 
followup with a family's service provider, supportive discussions with the 
family, translation services, and individual followup. These services 
represent receptive utilization because CCDP requires that families meet 
with a CCDP case manager a minimum 0 f two times per month. 



4 Center-ba<ted early childhood education ia classified as an active service since the CCDP family accesses 
this service outside of the home. 

'Exhibits 6-10, 6-11, and 6-13 presented later do not include percentage information because in Exhibits 
6-10 and 6-11, children who receive home-based early childhood education also might be receiving center- 
based early childhood education and vice versa. The children presented in Exhibit 6-13 are those children 
who were 12 months and younger during the first half of FY 1993. 

6* 
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Exhibit 6-8 

Utilization of Case Management Services 1 (FY 1993) 



Number of families enrolled at end erf second quarter, FY 1993 


2,103 


Number of families receiving services 


2,076 


Percent of families receiving services 


99% 


Average number of case management activities 
per family (for first 6 months of FY 1993) 


47.9 


Average number of case management activities 
per family (1-year projection for FY 1993) 


95.8 



'Case management services include activities with families such as needs assessment, planning reviewing 
services which have been received, meeting with service providers about the family, supportive discussions with 
the family, and translation services. 
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Based on these data, 99 percent of the families enrolled during the first half 
of FY 1993 received at least one case management service, and the average 
number of case management services received per family during this 
6-month period was 47.9, indicating an average of 8 services per month for 
each family. 6 Although data are not available for the remaining half of FY 
1993, we can project that the average number of case management services 
received per family for the entire year would be 95.8. The high utilization 
of case management services demonstrates that CCDP projects are in 
compliance with the program requirement that provides for regular and 
consistent case management contacts. 

An analysis of one specific case management activity— reviewing services 
received with the family— yields some significant findings regarding the 
frequency of families' meetings with their case managers. The case 
manager is expected to review the services received by the family in a 
face-to-face meeting with the family at a minimum of once every other 
week. The data indicate that this activity was conducted with 2,011 (96 
percent) of the enrolled families, and each family met with a case manager 
to review services an average of 14 times over a 26-week period. This 
finding demonstrates that families, on average, participated with a CCDP 
case manager in slightly more than one case management activity every 2 
weeks. 

Parenting Education 

Exhibit 6-9 following the next page presents data on families' utilization of 
parenting education services. These data reflect counts of parenting 
education lessons received in the areas of nutrition, child development, 
health, and childrearing techniques. The fact that these data are reported 
on the Family Services Contact Summary Form implies that the parenting 
education services discussed herein typically are provided in the home 
through a case manager. Thus, parenting education falls under the 
category of "receptive utilization'' because case managers bring parenting 
education materials and instruction into the home with them; that is, 
parents receive the service if they are present for a meeting with their case 
manager. Parenting education that takes place in classroom settings (data 
not shown here) entails active utilization, as the parents must participate in 
the classrooms in order to receive these services. This type of parenting 
education is almost always recorded on attendance rosters. 



•The large difference between this percentage and the 58-percent figure in the impact study may be 
explained by several factors. As already noted, the process study sample included only currently active 
families artually all of whom were receiving case management services, while the impact study sample 
included many families who had left the program. Also, process study data were contemporaneous records 
made by staff, whereas impuct study data were parent reports based on recall over a 1-year period. Parents 
may have failed to recall some meetings with their case managers or may not have defined some contacts as 
meetings. 
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For those families that received parenting education in their homes, the 
average number of parenting education sessions received for the 6-month 
period was 10.3 sessions per family. The second row of Exhibit 6-9 presents 
data that indicate that 1,692 families (80 percent) received parenting 
education in their homes. Thus, on the average, each family received 
parenting education in their homes slightly less than once every 2 weeks. 
The fact that 20 percent of the families were not receiving parenting 
education in their homes during these two quarters probably reflects the 
fact that these parents were receiving parenting education in classroom 
settings. CCDP projects make parenting education available not only 
through the case managers but also through a variety of parenting courses 
offered in group settings. If parents already are participating actively in 
parenting education activities in classroom settings, they may choose not to 
have their case managers provide instruction on similar topics during their 
home visits. 

Developmental Screenings and Assessments 

Developmental screenings and assessments often are conducted outside of 
the home in a center or classroom, requiring parents to bring their chil dren 
into a center for this service. CCDP requires that all preschool-age children 
receive regular developmental screenings and assessments. Consequently, 
the service involves receptive utilization on the part of families. 
Exhibit 6-10 following this page displays data on preschool children's receipt 
of developmental screening and assessment services. The data indicate that 
2,539 (75 percent) of the preschool-age children enrolled in the program 
received screening and assessment services through CCDP during the first 
half of FY 1993. Of those children receiving these services, the average 
number of screenings and assessments received per child was 1.7. This 
indicates that, with regard to these children, programs are complying with 
the requirements of ore initial screening and periodic followup assessments 
every 6 months. 

The fact that one-fourth of the preschool-age children enrolled did not 
receive the CCDP-required developmental screening or assessment during 
the first half of FY 1993 is not a cause for concern, because children who 
already had received a screening prior to FY 1993 were not counted due to 
problems accessing this data. In addition, some programs do not adhere to 
a strict 6-month cycle of conducting ongoing assessments. For example, 
some children might receive their ongoing assessments during the 26th or 
28th week, and in this case, the information would not be reflected in the 
data for the first half of FY 1993. 



Exhibit 6-9 



Utilization of Parenting Education Services 1 (FY 1993} 



Number of families enrolled at end of second quarter, FY 1993 2,103 

Number of families receiving parenting education 2 1,692 

Percent of families receiving parenting education 80% 

Average number of sessions of parenting education 103 
per family (for first 6 months of FY 1993) 

Average number of sessions of parenting education 20.6 
per family (1-year projection for FY 1993) 



1 Parenting ed u ca t i o n services include instruction on such topics as nutrition, child development, and health. 

*This exhibit includes only parenting education recorded on the Family Sc es Contact Summary. Additional 
parenting education could have been recorded for some families on attend ^ forms. 



Exhibit 6-10 

Utilization of Developmental Screenings and Assessments (FY 1993) 1 



Number of children enrolled at end of second quarter, FY 1993 

Number of children receiving screenings or assessments 

Percent of children receiving screenings or assessments 

Average number of screenings or assessments per child 
(for first 6 months of FY 1993) 

Average number of screenings or assessments per child 
(1-year projection for FY 1993) 



3382 
2339 
75% 
1.7 

3.4 



deludes focus children and their siblings who were members of currently enrolled families and less than 5 years 
old during the first half of FY 1993. 
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Home-Based Early Childhood Education 

Exhibit 6-11 following the next page presents data on the receipt of 
home-based early childhood education for the first half of FY 1993. 7 This 
service constitutes receptive utilization because no effort is required on the 
part of famili es to access the service for their children; it is provided by case 
managers trained in early childhood education or by a separate early 
childhood education home teacher on a regular basis during home visits. As 
shown in Exhibit 6-11, there were 1,614 children receiving home-based early 
childhood education during this period. For those children receiving 
home-based early childhood education, the average number of home-based 
early childhood education sessions received per child was 16.9 sessions, 8 
suggesting that, on average, each child received home-based early childhood 
* A acation more than once every 2 weeks. The average number of parenting 
eaucation services utilized per family for all of FY 1993 can be projected at 
34 services. 

Active Services Utilization 

Exhibits 6-12 through 6-22 present data for services that require active 
utilization on the part of families. These services include center-based early 
childhood education, health screening services, well-baby care, prenatal 
care, adult education, material or financial assistance, counseling or 
rehabilitation services, housing assistance, nutritional assistance, medical 
payment assistance, and income maintenance. The data for each of these 
services are discussed below. 

Center-Based Early Childhood Education 

Exhibit 6-12 presents data on the utilization of center-based early childhood 
education. The unit of analysis for center-based early childhood education 
is individual children rather than families because the same family could 
have several preschool-age children who are receiving center-based early 
childhood education. This type of early childhood education implies active 
utilization because to receive the service parents must make an effort to 
arrange for their children's enrollment in early childhood education centers. 
Although programs have no control over children's attendance patterns, 
parents can directly affect their child's (children's) level of utilization of 
center-based early childhood education. 



In Exhibit 6-11, children are the unit of analysis rather than families because the same family might 
have multiple preschool-age children receiving home-based early childhood education 

'Some of these children also receive center-based early childhood education. Further analyses are 
needed to identify how close 16.9 is to the required number of 24 needed to ensure a weekly early childhood 
education experience for each child. 
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Exhibit 6-12 indicates that, in the first half of FY 1993, 2,076 children 
received center-based early childhood education. 9 This number includes 
children for whom center-based early childhood education was planned as 
well as some children who received unplanned, center-based early childhood 
education because they missed one or more sessions of home-based early 
childhood education activities. The second row of Exhibit 6-12 indicates 
that 46.5 days is the average number of days of center-based early childhood 
education received per child for the first half of FY 1993, which equals an 
average of almost 2 days per week per child Because this figure is based 
only on data from early childhood education attendance forms, it represents 
an underestimate of the intensity of utilization of center-based early 
childhood education. If the figure included "early childhood education" 
coded cn the MIS Family Services Contact Summary form (e.g, in the case 
of a child receiving an unplanned early childhood education session in a 
center), this figure would likely approach the CCDP requirement of three 
center-based early childhood education contacts per week 

Health Screening Services 

CCDP projects offer a range of health screening services, including medical 
history; dental screening; disability screening; hearing screening and 
assessment; HIV (human immunodeficiency virus) screening; mental health 
screening; nutritional assessment; speech and language evaluation; vision 
screening and assessment; general physical examination and assessment; 
and other health screening for specific health problems, such as lead 
poisoning, sickle cell anemia, and tuberculosis. Receipt of health screening 
services reflects active utilization because families initiate access to these 
services. 

Exhibit 6-13 following this page presents data oi\ families' utilization of 
health screening services. The data presented in the second row of 
Exhibit 6-13 shows f ,t 1,649 of the enrolled families (78 percent) received 
some form of health screening service. The average number of health 
screening services received per-family was 5.8 for the 6-month reporting 
period The average number of screenings for those families which utilize 
CCDP health screening services for the full FY 1993 can be projected at 
11.6. These data indicate that families are making use of the health 
screening services available to them on a regular basis to meet a specific 
health care goal or to maintain their health through preventative measures 
(almost once every month, on average). 



'The data presented here are drawn from early childhood education attendance forms and do not include 
data from the Family Services Contact Summary Form. Additional data on center-based early childhood 
education could have been recorded on the Family Services Contact Summary Form, but such early 
childhood education is more likely to be provided by other community centers outside of CCDP. 
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Exhibit 6-11 



Utilization of Home-Based Early Childhood Education (ECE) Services 1 

(FY 1993) 



Number of families receiving home-based ECE 2 


l t 614 


Average number of sessions of home-based ECE 
per family (for first 6 months of FY 1993) 


16.9 


Average number of sessions of home-based ECE 
per family (1-year projection for FY 1993) 


34.0 



'Home-based ECE services include sessions with and without a parent present and early intervention education. 

"There are an average of 1.7 preschool-age children (Le., under 5 years old) per family. This number represents 
approximately 2,743 children receiving home-based ECE, because during each home visit the ECE needs of all 
preschool-age children in the family are addressed. 
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Exhibit 6-12 

Utilization of Center-Based Early Childhood Education (ECE) Services 1 

(FY 1993) 



9 



Number of children receiving center-based ECE 

Average number of days of center-based ECE 
received per child (for first 6 months of FY 93) 

Average number of days of center-based ECE 
received per child (1-year projection for FY 93) 



2,076 
46.5 

93.0 



'This exhibit includes only centsr-based ECE recorded on attendance forms. Additional ECE could have been 
recorded for some children on the Family Services Contact Summary. 
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Exhibit 6*13 

Utilization of Heaith Screening Services 1 (FY 1993) 



Number of families enrolled at end of second quarter, FY 1993 

Number of families receiving services 

Percent of families receiving services 

Average number of health screening contacts 
per family (for first 6 months of FY 1993) 

Average number of health screening contacts 
per family (1-year projection for FY 1993) 



2,103 
1/49 
78% 
5,8 

1L6 



1 Health screening services include medical history, dental screening, disability screening, hearing screening/ 
assessments, HTV screening, menial health screening, nutritional assessment, speech/language evaluation, 
vision screening/assessments, other health screening, and general physical examination and assessment 



212 



Family- and Individual-Level Needs, Service Receipt and Utilization, and Goaf Attainment 



Well-Baby Care 

Although all children are required to receive well-baby care, this service 
involves active utilization because parents need to bring their children to 
the doctor for their scheduled visits (i.e., CCDP projects rely on the clinics 
and physicians in the community for the provision of well-baby care to 
f amili es). At the time of the well-baby care visit, required immunizations 
are provided to children and routine screenings of hearing, vision, nutrition, 
or disability are performed for early detection of illness. The standards 
used for assessing well-baby care and immuniz ation schedules follow the 
guidelines of the American Academy of Pediatrics (1991). Data on the 
utilization of well-baby care for children 12 months of age and younger are 
presented in Exhibit 6-14. The unit of analysis fo*- '~ll-baby care is the 
number of children visiting a doctor for a well-bab* . .amination. 

According to the MIS data, 668 children under 1 year of age received 
well-baby care during the first half of FY 1993. The average number of 
well-baby care visits received during this period per child was 1.7. This 
number suggests that children utilized well-baby care services on the 
average of almost once every 3 months. However, it is undoubtedly an 
underestimate of the actual number of well-baby care visits received 
Current data tracking problems, where CCDP programs are delayed in 
obtaining current well-baby care records from children's health care 
providers, would have prevented a number of cases from being entered into 
the MIS for the reporting period. 10 Data presented in the final report will 
provide a more realistic portrayal of the utilization of well-baby services. 

Prenatal Care 

Exhibit 6-15 presents data on women's utilization of prenatal health care 
during pregnancy. The standards for assessing prenatal care follow the 
perinatal care guidelines established by the American Academy of Pediatrics 
(1991) and the American College of Obstetricians and Gynecologists (1992). 

According to completed Pregnancy Description Forms in the CCDP MIS, 271 
was the highest number of women who were pregnant at any one time 
during the first half of FY 1993. CCDP projects are required to m ake 
prenatal care available to all pregnant women, but utilization of this service 
requires active participation on the part of women since it is their 
responsibility to make and keep scheduled prenatal care visits. According 
to these data, 190 women (70 percent) were receiving prenatal care during 
their pregnancy. As indicated in Exhibit 6-15, this level of utilization 
equals an average of 4.9 prenatal care visits per mother during the 6 
months covered by this exhibit. Since the sample included women in the 



"CCDP grantees now are being provide/ . with technical assistance on improved techniques for tracking 
this data from diverse providers. 
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second and third trimesters of their pregnancies, the average figure 
suggests that these women received an appropriate level of prenatal care. 

Several different factors help to explain the finding that 30 percent of 
pregnant women were not receiving prenatal care* First, this number 
reflects a data tracking problem, i.e., CCDP projects have had problems in 
obtaining records of the prenatal visits from the women's prenatal care 
providers. In these cases, the information would not have been entered into 
the MIS prior to the end of the second quarter of FY 1993. Second, some 
women may have given birth quite early on in the first quarter of FY 1993, 
and they may not have had a prenatal care visit during this quarter. Third, 
some women may have learned about their pregnancy very close to the end 
of the second quarter of FY 1993. A Pregnancy Description Form would 
have been completed for these women indicating that they were pregnant, 
but the women may not have begun their prenatal care visits. 

Adult Education 

The category of adult education services includes a diverse range of 
educational courses, programs, and instruction that require active 
utilization on the part of families. CCDP projects make adult educational 
services available to families, but the projects have no requirements 
regarding an expected level of utilization on the part of families; that is, 
f amili es' levels of utilization of these services are directly related to their 
motivation to further their education. Exhibit 6-16 following this page 
presents data on adult education services received by families during the 
first half of FY 1993. The following kinds of activities are counted as adult 
education services: 

• Adult health education; 

• Education in home management and basic life skills; 

• Vocational training; 

• Career counseling; 

• Job search training; 

• Employment services; 

• GED training; 

• I 'teracy training; 

• English as a Second Language training; 

• Remedial education; and 

• College courses. 

These data are drawn from the MIS Family Services Contact Summary 
Form and include adult education services provided in classroom settings 
outside of CCDP as well as those provided by CCDP. Of the famili es 
enrolled in the first half of FY 1993, 71 percent accessed adult education 
services. This number suggests very high utilization of adult education 
services. The average number for the first half of FY 1993 of adult 
education sessions attended per family is 6.6 (more than once per month). 
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Exhibit 6-14 

Utilization of Well-Baby Care Services (FY 1993) 1 



Number of children receiving well-baby care 

Average number of well-baby visits per child 1 
(for first 6 months of FY 93) 



668 
1.7 



l Projections for this data were not available at the time this report was prepared. 
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Exhibit 6-15 
Utilization of Prenatal Care Services (FY 1993) 1 



Number of women pregnant at any time during 
first half of FY 1993 

Number of women receiving prenatal care 

Percent of pregnant women receiving prenatal care 

Average number of prenatal care visits 
per woman (for first 6 months of FY 1993) 1 



271 

190 
70% 
4.9 



'Projections for this data were not available at the time this report was prepared 
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Exhibit 6-16 

Utilization of Adult Education Services 1 (FY 1993) 



Number of families enrolled at end of second quarter, FY 1993 


2 f 103 


Number of families receiving services 


M96 


Percent of families receiving services 


71% 


Average number of adult education sessions 
per family (for first 6 months of FY 1993) 


6.6 


Average number of adult education sessions 
per family (1-year projection for FY 1993) 


132 



1 Adult education services include adult health education, home management/basic life skills, vocational 
training, career counseling, job search training/employment services, training/high school, literacy training, 
English as a Second Language, remedial education, and college courses. 
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The average number of adult education services received per family for all 
of FY 1993 can be projected at 13.2 services. 



Material or Financial Assistance 



Material or financial assistance provided to families includes provision of 
the following types of services: 



• Clothing; 

• Household items; 

• Other material goods; 

• Emergency funds; 

• Child care subsidies; 

• School finfiT ^ fll aid; 

• Small business assistance or loans; and/or 

• Low-interest loans. 



Exhibit 6-17 following the next page presents data on families' utilization of 
material or financial assistance services. These services are provided on an 
as-needed basis, and CCDP projects are not required to provide these 
services to all enrolled families. It -hould be noted that families which did 
not need material or financial assistance during the first two quarters of FY 
1993 may have received such assistance at another point during their 
enrollment in CCDP. 

The data in Exhibit 6-17 indicate that more than one-half of the families 
enrolled received some material or financial assistance services during the 
first half of FY 1993. Of those families that made use of these services, the 
average number of times they received assistance during the 6-month period 
was 3.8. 

Counseling or Rehabilitation Services 

CCDP projects provide counseling or rehabilitation services to families on 
an as-needed basis. This category of services includes the following: 

• Counseling for alcohol abuse, drug abuse, mental health, nutrition, and 
family planning; 

• Marriage counseling; and 

• Family, hearing, occupational, physical, and obesity therapy sessions. 

Exhibit 6-18 displays data regarding the number and percentage of families 
that received counseling or rehabilitation services during the first two 
quarters of FY 1993. According to the data presented in Exhibit 6-18, 
one-third of the families enrolled utilized some type of counseling or 
rehabilitation services during the first half of FY 1993. For these families, 
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the a/erage number of counseling or rehabilitation sessions received per 

family is 8.5 sessions. These data demonstrate that famili es which utilize 

counseling or rehabilitation services do so regularly rather than on an • 

intermittent basis. 

Housing Assistance 

Housing assistance provided to CCDP families includes the following: # 
temporary housing or shelter, low-rent public housing, rent subsidies, 
low-income mortgage assistance, home improvement assistance, and utilities 
assistance (i.e., gas, electricity, oil, and water). Housing assistance is 
provided to CCDP families on an as-needed basis. 

Exhibit 6-19 following this page presents data on families' use of housing # 

assistance and shows that 43 percent of families utilized housing assistance 

services at some point during the first half of FY 1993. During this period 

families utilized these services an average of 3.3 times. For the entire fiscal 

year of 1993, families that utilized housing assistance can be expected to 

have received such assistance an average of 6.6 times per family over the ft 

full year. Families who did not utilize housing assistance services during 

the first half of FY 1993 may have received housing assistance at some 

earlier point in their enrollment in CCDP or they may receive it at some 

point in the future. For many low-income families, housing status can 

appear to be stable at one point in time, but 6 months later it may be 

threatened by increased rent, loss of employment, or reduc&on in benefits. • 

Consequently, various families may have utilized housing assistance 

services prior or subsequent to the current reporting period. 

Nutritional Assistance 

Brokering or referral for nutritional assistance is provided to families on an * 

as-needed basis, usually by the family's case manager. Exhibit 6-20 

presents data on families who received brokered or referral services from 

CCDP in order to obtain nutritional assistance. Specifically, the data 

pertain to referrals for Special Supplemental Food Program for Women, 

Infants and Children (WIC), food stamps, and other food assistance (such as • 

food donations, supplies, and use of food banks). According to the data in 

Exhibit 6-20, 1,197 of the families (57 percent) received some brokering or 

referral services from CCDP for nutritional assistance during the first half 

of FY 1993. These famili es received brokered or referral services an average 

of 4.4 times per family. The average number of instances of brokered or m 

referred nutritional assistance received per family for all of FY 1993 can be 

projected at 6.8 times. 

Medical Payment Assistance 

CCDP projects are not required to provide brokered or referred services for • 
medical payment assistance; however, the services are available to all 
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Exhibit 6-17 

Utilization of Material or Financial Assistance Services 1 (FY 1993) 



Number of families enrolled at end of second quarter, FY 1993 


2,103 


Number of families receiving services 


1,198 


Percent of families receiving services 


57% 


Average number of instances of material or financial assistance 


3.8 


per family (for first 6 months of FY 1993) 


Average number of instances of material or financial assistance 


7.6 


per family (1-year projection for FY 1993) 



'Material or financial assistance services include the receipt of clothing and household items, emergency 
funds, child care subsidies, school financial aid, small business assistance ur loans, and low-interest loans. 
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Exhibit 6-18 



Utilization of Counseling or Rehabilitation Services 1 (FY 1993) 



Number of families enrolled at end of second quarter, FY 1993 

Number of families receiving services 

Percent of families receiving services 

Average number of counseling or rehabilitation contacts 
per family (for first 6 months of FY 1993) 

Average number of counseling or rehabilitation contacts 
per family (1-year projection for FY 1993) 



2,103 
702 
33% 
8.5 

17 



Counseling or rehabilitation services include alcohol ahuse counseling, drug abuse counseling, family 
planning counseling, family therapy, hearing therapy, marriage counseling, mental health counseling, 
nutritional counseling, obesity therapy sessions, occupational therapy sessions, physical therapy sessions 
smoking cessation counseling, speech therapy sessions, stress reduction counseling, and vision therapy. 
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Exhibit 6-19 



Utilization of Housing Assistance Services 1 (FY 1993) 



Number of families enrolled at end of second quarter, FY 1993 2,103 
Number of families receiving brokering or referral for 

housing assistance 394 
Percent of families receiving brokering or referral of 

housing assistance 43% 

Average number of instances of brokering or referral for 33 
housing assistance per family (for first 6 months of FY 1993) 

Average number of instances of brokering or referral for 6.6 
housing assistance per family (1-year projection for FY 1993) 



^Housing assistance services include temporary housing/shelter, low-rent public housing, rent subsidy (private 
housing), low-income mortgage assistance, home improvement assistance, and utilities assistance. 



Exhibit 6-20 

Utilization of Nutritional Assistance Services 1 (FY 1993) 



Number of families enrolled at end of second quarter, FY 1993 

Number of families receiving brokering or referral for 
nutritional assistance 

Percent of families receiving brokering or referral for 
nutritional assistance 

Average number of instances of brokering or referral for 
nutritional assistance per family (for first 6 months of FY 1993) 

Average number of instances of brokering or referral for 
nutritional assistance per family (1-year projection for FY 1993) 



2 t 103 
1,197 

57% 

4.4 

8.8 



Nutritional assistance services include WIC 9 food stamps, and other food assistance. 
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families who need or request them. Medical payment assistance programs 
include medicaid, medicare, State programs for special diseases and 
disabilities, and financial assistance provided for medical care through other 
means. The brokering or referral activities usually are accomplished 
through either the family's case manager or another CCDP staff member, 
such as a core services coordinator. 

Exhibit 6-21 following the next page presents data on families' utilization of 
brokered or referred services to help them access medical payment 
assistance programs. During the first half of FY 1993, 481 families (23 
percent) received brokering or referral assistance to access medical payment 
assistance programs. The average number of times that families received 
brokering or referral services from CCDP was 5.2. These data need to be 
interpreted in the larger context of the timeframe during which families 
generally receive brokering for medical payment assistance. Many families 
already may have been enrolled in medicaid when they joined CCDP and 
have established a relationship with a medicaid liaison; hence, they do not 
need additional brokering support through CCDP. Other families may have 
received brokering or referrals for medical payment assistance shortly after 
their enrollment in the program, particularly since health care is one of the 
CCDP core services that is supposed to be made available to families 
immediately. Once enrolled in a medical payment assistance program, such 
as medicaid, these families would have little need for continued suDnort 
from CCDP. 

Income Maintenance 

CCDP projects broker or refer services to access income maintenance for 
CCDP families. Income maintenance includes Aid tc Families with 
Dependent Children (AFDC); Supplemental Security Income; unemployment 
compensation; child support; and other public assistance income, such as 
payments under the Federal Social Security program to surviving children 
of a deceased parent. The utilization of these services by CODP famili es 
occurs on an as-needed basis. Exhibit 6-22 provides data on families' 
utilization of income maintenance services. As shown in Exhibit 6-22, 582 
families (28 percent) received income maintenance services during the first 
half of FY 1993. Brokered and referred services aimed at accessing income 
maintenance services were provided an average of 3.4 times per family. 
When interpreting these data, it is important to note that some famili es 
probably already were receiving an income maintenance service such as 
AFDC before they enrolled in CCDP. Consequently, these famili es would 
not be expected to ask CCDP to help them access additional services. 

Summary of Preliminary Results Regarding Needs, Goals, 
and Receipt and Utilization of Services 

CCDP has helped families and family members utilize program and 
community resources to secure routine and preventive health care, improved 
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housing) nutrition assistance, adult education) and a number of case 
management services. A variety of health (including mental health) issues 
have been addressed, educational goals are being met) and many families 
seem to be headed on a course toward at taining empowerment and social 
and economic self-sufficiency. 

The services utilization data indicate that CCDP projects are meeting the 
mandates of the Comprehensive Child Development Act, and many families 
are motivated to use their own initiative to access services available to them 
in the community. The levels of service utilization presented in 
Exhibits 6-11 through 6-22 indicate that CCDP projects and famili es have 
reached significant levels of stability in the 3V6 years of program operation 
and the 2V£ years of providing services to families. As shown earlier in 
Exhibit 6-8, the provision of case management services has been pivotal to 
motivating families toward active utilization of services. We expect the data 
for the second half of this demonstration to provide evidence of continued 
high levels of service utilization and goal attainment. 



CCDP SUCCESS STORIES 

In this section a representative sample is presented of true stories that 
demonstrate how families 1 lives have been enriched as a result of their 
participation in CCDP. The stories, many told here in participants , own 
words, describe families that are achieving success in a variety of ways, 
including those families that have just begun to experience the small steps 
to success and those who have made achievements in the face of adversity. 
Where applicable, each story is prefaced by a description of CCDP goals for 
the respective component area. Collectively, these stories illustrate through 
real-life examples the benefits of CCDP to children and their families. 
Stories are grouped according to the following service areas: child care, 
early childhood education, parenting education, adult education (GED 
training and vocational training), health, mental health, and employment. 
These are followed by stories on participants 1 experiences in setting goals 
and in overcoming multiple obstacles to achieve success. Also included are 
stories on the overall accomplishments of families who are now beginning to 
eiyoy success in different facets of their lives. 11 Through families' letters of 
support, parents 1 testimonials, and case managers' narrative descriptions, 
there is evidence for the kinds of farming that value CCDP. 



U AU names have been changed to protect the identity of the families. 
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Exhibit 6-21 

Utilization of Medical Payment Assistance Services 1 (FY 1993) 



Number of families enrolled at end of second quarter, FY 1993 

Number of families receiving brokering or referral for 
medical payment assistance 

Percent of families receiving brokering or referral for 
medical payment assistance 

Average number of instances of brokering or referral for 
medical payment assistance per family 
(for first 6 months of FY 1993) 

Average number of instances of brokering or referral for 

medical payment assistance per family (1-ycar projection for FY 1993) 



2,103 
481 

23% 

5.2 

10.4 



'Medical payment assistance services include medicaid, medicare, State programs for special diseases, 
disabilities, and other medical payment assistance. 
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Exhibit 6-22 

Utilization of income Maintenance Services 1 (FY 1993) 



Number of families enrolled at end of second quarter, FY 1993 

Number of families receiving brokering or referral for 
income maintenance 

Percent of families receiving brokering or referral for 
income maintenance 

Average nuxnbc* of instances of brokering or referral for 
income maintenance per family (for first 6 months of FY 1993) 

Average number of instances of brokering or referral for 
income maintenance per family (1-year projection for FY 1993) 



2,103 

582 

28% 
3.4 

6.8 



'Income maintenance services include Aid to Families With Dependent Children, Social Security income, 
other public a ssis ta n ce income, unemployment compensation, and child support 
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Child Care 



Child care must be provided to families when requested by a parent who is working or 
involved in training. 



In the following passage, a CCDP project staff member discusses how child 
care gave a CCDP mother the time and opportunity to work on her goals: 

As a child, Ms. D watched her mother struggle trying to raise her ' 
family within the....(AFDC) system. Her mother set a good example 
by going back to school and getting a degree in nursing* This really 
impressed Ms. D since she came from a large family and knew the 
obstacles her mother had overcome to receive her degree* 

Ms. D decided that if her mother could make such a positive change 
in her life, she would follow suit* Ms* D had a son in 1991* After his 
birth, she worked even harder* When Ms* D was a housekeeper at a 
local hospital, she had a Mend who worked in radiology* Ms* D 
would visit her Mend daily and was very impressed with the work 
her Mend did* Ms* D thought this was something that would 
interest her and at which she could excel and decided she wanted to 
go to college to become a radiologist* 

Ms* D had been having a difficult time getting everything together 
when Project B came into her life* Dining the general assessment, 
Ms. D made it known that college was what she wanted* Her son 
was placed in a child development program* This gave Ms* D the 
time and opportunity to work on her dream* After completing Adult 
Basic Education classes, she enrolled in the local community college, 
taking the basic courses needed so she could get into the radiology 
program. 

Ms. D is a now a student who just completed her first year at 
comi unity college with a 3*75 grade point average (GPA)* Her GPA 
for t *b past semester was 4*0* She plans to go into the radiology 
program next spring upon completion of her general courses* 

In the following passage, a mother writes about how child care helped her 
reach her goals: 

In 1989 I gave birth to a set of twins, an addition to five other 
children of my own* My feelings were those of joy and yet those of 
distress because I saw myself perhaps another 5 years away from 
achieving goals designed to gain independence from Government 
agencies. Since my education had now come to a close due to these 
most welcome but time-consuming, permanent guests. ♦ J threw in the 
towel. But my thirst for education and independence were not easy 
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to forget, yet had to be set aside along with so many other goals and 
dreams in my past* 

Then a wonderful program came to [location stated] entitled 
Project L. I applied, qualified, and was accepted. My life soon 
changed from high-tech dreams to high-tech realities. 

The program allowed me to pursue my interrupted goals, and my 
advocate encouraged me to pursue even higher education then I ever 
had in mind My advocate lias been an asset to my life and those of 
my twins, who use the day care center while I attend the university. 
In fact, [for] 2 years in a row now, [I have had] a 3.0 GPA, probably 
because I know my twins are in the best of possible care with 
Project L staff, 

Yes, Project L was the answer for me — the factor that I needed to 
help me turn my ever-so-real desire into matter-of-fact realities. 

Early Childhood Education 



Under the guidelines for provision of core services, all CCDP children under 
compulsory school age must receive developmental^ appropriate earty childhood 
educational experiences. 



Many parents have recognized the benefits of early childhood education. In 
the following paragraphs, one woman describes how this program has 
helped both of her children: 

Three and a half years ago, Ms, L used to depend on her AFDC 
check, food stamps, and whatever income her husband brought home. 
At the same time, Project D came to [area stated], and Ms. L was one 
of the original program families selected to participate in the project. 

U A lot of things have happened since then," says Ms. L, now 
separated from her husband and raising a family of three on her 
own. "I remember," says Ms. L, "when my case manager drove me 
around so that I could get a picture identification and eventually my 
driver's license." Last year, using her tax refund, Ms. L purchased 
her first vehicle. Working full-time as a waitress at a popular 
restaurant while being the sole provider of her household, Ms. L has 
had to overcome many challenges. Her 6-year-old was diagnosed 
with a speech impediment. With the support of Project D's , taff, 
Ms. L spent lots of time coaching and encouraging her son to speak 
and read out loud. Now, almost 2 years later, Ms. L is happy to 
report that her son can read and speak "normal" at his level and is 
eagerly awaiting to start first grade this fall. 



6-20 




n 



Family- and IndMdual-Level Needs, Service Receipt and Utilization, and Goal Attainment 



Ms. Us daughter, on the other hand, only 3V6 years old, seems to be 
slightly ahead of other kids in the same age group. "A lot of that 
progress,** says Ms. L, "can be attributed to the early childhood 
activity that we do with the case manager on a weekly basis." 
Ms. Us daughter will be enrolled in Head Start this fall. 

"As I look back,* says Ms. L, "besides the child care and medical 
copayments, Project D has been instrumental in the last 3 years in 
helping me to achieve what I have today.* Ms. Us latest goal is to 
purchase a trailer with a bedroom for everyone — a place they can all 
call home. 



Another woman wrote this letter, attributing her 2-year-old son's strong 
emotional and cognitive development to the early childhood development 
activities: 



I have been in the program for 3 years, since my son Sam was born. 
I cannot begin to list all of the positive effects on my and my family's 
life that CCDP has had. First of all, the benefits my son has had 
from CCDP are overwhelming! Because of CCDP, my son Sam has 
had access to developmental toys and games and learning tools that 
children who are not in the program are not exposed to. Because of 
this, Sam has grown emotionally, cognitively, and is very 
self-assured. He is a wonderfully smart 2-year-old. He knows his 
alphabet and counts to 20. He also is beginning to write his letters 
and numbers. For his age, he is smarter than the average 
2-year-old. This, I am positive, is because of the early childhood 
development program of CCDP. I have three other children who are 
older than Sam and none could do the things that Sam can do at 
[age] 2. And as Sam's mother, the childhood development specialist 
who comes to my home "teaches* me to "teach* Sam. As a mother of 
three before Sam was born, I thought I knew it all on how to be a 
good parent. The CCDP project taught me how wrong I was. 
Thanks to CCDP, I am learning how to teach Sam and help him 
grow. 

I want other people to be able to experience the kind of success Tve 
had because of being involved in CCDP. Everyone deserves this kind 
of chance in his/her life. Every child should have the opportunities 
that Sam has had in CCDP. I think CCDP is one of the best 
programs this country has, and I think it should be continued 
indefinitely. 
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Parenting Education 



The CCDP parent education component includes instruction in child development, 
childrearing, and health care as well as nutrition counseling and basic life skills. 



The following two passages were written by CCDP participants from two 
rural projects. Each discusses the importance of the parenting education 
portion of his or her experience with CCDP: 

CCDP has made a great difference in our lives. The program has 
taught us how to deal with family problems and issues. Also it 
showed us new ways of disciplining and dealing with family 
pressure. Sometimes we come from dysfunctional homes as children, 
and we need to learn how to raise healthy children, mentally a nd 
physically. 

Our child development specialist has taught us many ways to make 
toys, to get back to [the] basic skills our kids need, to use what [we] 
have in our homes, and to deal with the many situations that come 
up. Also, our family development specialist has helped a great deal 
with making us use our heads on adult affairs. Family life is very 
stressful when you have so many complications to start off with. You 
guys helped us through a lot 

Also, everyone we have worked with has made us feel like we are 
people, not just statistics. We can change our lives if sojneone shows 
us hov^, and I feel CCDP could help a lot of people. We also have 
made new friends through parent meetings, [the] advisory board, and 
parent council meetings. Everyone is so helpful and treats us as 
equals. I feel very fortunate that we have had the opportunity to be 
a part of CCDP. I pray this program continues. There are a lot of 
people needing the help, support, and knowledge that CCDP gives. 

The second passage is as follows: 

I am writing in regard to Project X. My children and I have been 
involved [in CCDP] now for 3 years. We have learned through trial 
and error different approaches to being a family. We have had a lot 
of experiences meeting new and different people. I myself have 
gained quite a bit of knowledge pertaining to parenting, education for 
myself and [my] children, nutrition, self-esteem, and health. 

My children look forward to their weekly visits. I cannot tell you 
how much we have gained through this project. I know there are a 
lot of families that could benefit from Prqject X in the future. The 
specialist that comes to my home is more than just a specialist, she 
is a friend, someone I can always count on to make my day. I, for 
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one, can say Project X has been and continues to be an important 
part of my and my family's lives. Keep this project around. It really 
does help physically, emotionally, financially, and socially. We 
always will remember the fun we have had and the things we have 
learned. Thank you. 

The following passage was written by an urban CCDP project staff member. 
The passage describes a Haitian immigrant family and how the parenting 
education portion of CCDP was a vital part of the family's CCDP 
experience: 

Ms. M and her husband, Mr. P, are Haitian immigrants. They speak 
Creole, a derivative of French. English is their second language. 
Mr. P is more fluent in English than his wife because he has been in 
this country longer, attendecL..FiSL classes at night, and benefited 
from exposure to the language by being the family's breadwinner, 
always working or trying to find work. 

Ms. M on the other hand was at home, caring for Jieir children, ages 
4, 3, and 1. When we enrolled the family in Project M, Ms. M was 
expecting her fourth child. That child is now 2 years old. The 
4-year-old was attending special education classes to improve his 
language skills. The 3-year-old later followed in the same path. This 
problem was the result of the lack of communication between the 
parents and the children. They were not aware of the need for 
verbal stimulation in the development of a child's speech. They 
thought they just had to wash the children, feed them, and take 
them to doctor appointments. When I suggested that she speak to 
them, Ms. MPs reply was: "What do you tell them? They can't speak, 
and they don't understand." Interaction with the children heretofore 
simply did not occur. One child was enrolled at [location stated] at 
age 1, and the youngest started receiving early childhood education 
at 3 months [of age]. Ms. M was encouraged to attend ESL classes 
and parent support groups at the center. Ongoing discussions and 
information about child development and the nurturing program 
have helped her understand and manage the children's behavior. 
She is now able to communicate better with them and is using 
spanking much less as a method of discipline. 

Ms. M no longer needs a translator. She can access services in the 
community. She recently attended an [English-language] nursing 
assistant program and succeeded. She is now looking for 
employment. The decline in the job market has made her efforts 
difficult but has not affected the sense of pride she is enjoying since 
she earned the certificate. 

She is very thankful for the support she receives from the program. 
We believe Ms. M has come a long way; she is to be commended for 
her efforts and success. 
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Adult Education 



CCDP projects provide for a wide array of adult education and vocational training 
programs to assist families in meeting their economic and self-sufficiency goals. 



6-24 



The following passages detail the stories of participants from different 
projects and their education goals, all told from the vantage point of CCDP 
project staff: 

A mother enrolled in Project Q in March 1990 with children ages 1 
and 3 and was expecting another child She was receiving AFDC at 
that time. During 1992 she attended GED classes, Family Start 
Nurturing Sessions, and an Office of Employment Development 
workshop, as well as enrolled in an alternative high school program 
that gave her further GED training and placement as a volunteer in 
a facility for the elderly. In January 1993 she passed the GED exam. 
She then secured part-time work and has since secured full-time 
work. Finally, she secured firmnHql assistance to begin college in 
September 1993. 

The second passage is as follows: 

Upon entry into Project S, a single mother of one infant son was 
living with an aunt and several other family members. Her income 
supports included AFDC, food stamps, and medicaid. She was 
enrolled in high school, and she graduated during her participation 
in the CCDP. Through determined advocacy on the part of Project S, 
she was accepted at a local university where she majored in 
psychology. 

With the help of the program, this young mother, who had never 
lived independently, acquired furniture and moved into Section 8 
housing. She successfully completed 2 years at the university. She 
now is married and has completed certified nurse's assistant classes. 
She is employed, and her son is in licensed day care. Her husband is 
a day-shift manager with health insurance benefits* The family is 
not receiving public assistance of any kind and presently is applying 
for a loan in order to purchase a home. 

The third passage is as follows: 

A single mother of an infant daughter was living in a dysfunctional 
family with her mother and stepfather when she enrolled in CCDP. 
Her income supports included AFDC, food stamps, and medicaid. 
She was enrolled in high school where she maintained a high GPA. 
After entering Project S, she moved into independent housing with 
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her child's father. She completed high school and received nurse's 
assistant, certification. 

With the help of her case manager, she enrolled in a local university 
where she currently is a sophomore majoring in nursing. The father 
[of her child] is employed, and she works part-time during the 
academic year and full-time during the summer months. She 
receives finpnrifrl aid for college, but the family is off all other public 
assistance. They have even been able to purchase a car. The mother 
and father share the responsibility of parenting and both use positive 
parenting strategies acquired from Project S. The child, who was 
[born] 3 months premature, shows no signs of developmental delays 
and is in licensed day care. 

The fourth story is presented below: 

The family has both Nuave American and African-American roots. 
All family members were born in the United States. When, the 
family first enrolled, neither one of the parents had received a high 
school education. The father, Mr. L, did not think he needed to 
enroll in the program and refused to do so. He stated that he was 
doing just fine the way he was and refused to participate. 

When the mother, Ms. F, first enrolled in Project D, the family was 
100-percent dependent on subsidies. None of the children had 
received immunizations or physicals. With a great deal of assistance 
and prompting, after 1 year in the program, Ms. F slowly began to 
open up and start participating in the program. She slowly began to 
work with the advocate on the child development issues. She began 
to take her children for physical and immunization appointments. 
The children are now caught up on all of their immunizations and 
consistently have kept all of their health care appointments. Ms. F 
also began to take an interest in obtaining her GED. She eventually 
signed up for GED classes. 

After seeing his wife excited about the program, Mr. L decided to 
enroll in the program. He began attending GED classes with his 
wife and slowly began seeking employment. Project D assisted him 
in obtaining part-time employment, which now has turned into 
full-time employment. He also has become insured through his 
employment. 

Ms. F has worked hard on her GED and has become actively 
involved with the parents council and in child development with her 
advocate. She also has been a part of the volunteer training through 
our agency. Ms. F received her GED, and Mr. L will have his GED 
in 30 days. The family is now only 50 percent dependent on 
Government subsidies and is looking forward to the day when it will 
not have to depend on Government subsidies at all. 
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Ms, F is planning on enrolling in a community college to obtain a 
social service degree. She plans to go and help her Native American 
community. She has stated that she specifically would like to help 
other families in the same way Project D has helped her. 

The following story describes the current and upcoming educational 
successes of both a mother and her daughter: 

Ms. R, primary caregiver upon enrollment, was receiving 
unemployment benefits after having been laid off from a secretary's 
position. She resided in a two-bedroom apartment and was pregnant 
upon first receiving services from the project. Ms. R had an 
extremely difficult pregnancy and needed home health care services 
throughout. She participated in support groups and other activities 
with Project M. Ms. R completed several positively progressive 
service plans that eventually allowed her to access better housing in 
a suburban setting, and she has completed an application for full 
admission to college. 

Ms. R's daughter also made some significant accomplishments. 
Ms. B, a fifth grade student in the public school system, won a 
contest which involved tracing an invention back in time and then 
developing that invention for use in the 21st century. Ms. B chose to 
write her essay on the umbrella. She researched back to the days 
when women carried parasols as a fashion statement all the way up 
to the many shapes and sizes in today's world Being a very intuitive 
young lady, she invented a watch which would have a small button 
on it. When one presses the button, he/she would be encapsulated by 
a plastic bubble. This would protect one not only from the rain but 
from all of the elements and pollutants in the environment. 

As recipient of first place in the essay contest, Ms. B received $500 in 
spending money and a trip to Washington, D.C., for her entire 
family. Most importantly, however, Ms. B was awarded a $10,000 
scholarship for the college of her choice in the 21st century. 

Health 



Each project has developed a model for delivery of health care services that includes 
provision of prenatal, routine and acute care, health screening and assessment, and 
immunizations and other preventive care. 



Following are success stories of families in the area of health: 

Last year, life seemed overwhelming to Ms. C, a 23-year-old single 
mother. Her 4-year-old was fighting and disrupting the family at every 
turn, and she was troubled because her 3-year-old didn't seem to be 



6*26 



ERIC 235 



Family- and Individual-Level Needs, Service Receipt and Utilization, and Goal Attainment 



developing at a normal rate. Then her infant son had to be hospitalized 
for malnutrition because he wouldn't eat. "I was losing confidence in my 
ability to be a mother," Ms. C said. 

Project G pulled together a team of professionals, including 
physicians, nurses, dietitians, counselors, and school officials, to help 
Ms. C cope with the problems in her family. In-home nurses taught 
Ms. C to feed her baby through a tube in bis stomach. Pediatricians 
discovered that Ms. C's 3-year-old had a serious hearing problem that 
prevented him from responding to the world around him. And after 
extensive evaluations, it was determined that Ms. Cs 4-year-old 
needed the extra attention provided by a local child care center 
serving children with special needs. 

Eighteen months after Project G entered Ms. C's life, the young 
mother no longer feels out of control. Her youngest is now a healthy 
toddler, running and playing like other children. Thanks to a new 
hearing aid, her middle child talks constantly to his mother and 
brothers. And her oldest child's behavior is improving every day. 

But Project G isn't quite finished with Ms. C and her family. 
Counselors have persuaded Ms. C to begin work on a GED so she can 
eventually qualify for a job that will enable her to give her family a 
better life. 

One father tells how CCDP has met his special medical needs and served 
the needs of his family as well: 

My family has been involved in Project X since 1991. The project has 
been of enormous benefit in our fives. I have been on worker's 
compensation due to a spinal injury since September 1989 and am 
just finishing retraining in the field of mechanical drafting at a 
technical college. Due to Project X, my wife Ms. J also has been able 
to complete a culinary course at the same school. Project X provided 
day care funding so that my wife could attend school full-time, riding 
with me to school. She completed school in less than the usual 
required time because she didn't have to worry about the kids and 
could devote 100 percent of her attention to school. She plans to 
attend college in fall 1994 to pursue a degree in hospitality and 
tourism management. This is due in part to the continuing 
encouragement and support from the Project X staff. Because my 
condition is not going to improve and will slowly worsen, she will 
likely become the primary wage earner in our family in the years to 
come. 

We have had very good experiences with Project X I believe that it 
could jerve as a model for welfare reform. Providing help on a 
client-need basis versus a cut-and-dried formula with very little 
contact or interaction would be a vast improvement in guiding 
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families toward independence and self-sufficiency. The weekly home 
visit by Project X staff is something we really like. The kids look 
forward to each visit and the different activities we do together. We 
also get a lot of helpful information from the age-appropripte 
materials on child raising that we get regularly. We have Healthy 
Start for the kids but no health insurance for us, and Project X has 
provided funding for our necessary visits to the doctor and dentist. 
Without their help, we just could not have gotten the health care we 
needed, and I would have very likely wound up becoming critically ill 
when I developed pneumonia 2 years in a row. 

Mental Health 



Mental health support is provided at all sites. These services include therapeutic 
mental health services, such as individual and family therapy and marital counseling, 
as well as preventive mental health services designed to motivate individuals and raise 
self-esteem. Projects also provide substance abuse treatment sen/ices either onsite 
or through agreements with drug and alcohol treatment centers, health centers, and 
alcohol rehabilitation centers. 



The following passage was written by a CCDP staff member at one of the 
urban project sites and notes the motivational help a CCDP participant 
received: 

Ms. P was referred to the mental health coordinator due to stress 
from being unemployed. She stated that she felt hopeless at times 
and wanted to give up. She participated in a series of discussions 
with the coordinator, family educator, and case management 
supervisor. After working with the mental health coordinator for 
about 4 weeks, Ms. P eventually found a job with a reputable 
employment agency where she worked on a temporary basis. She 
continued to receive support from both the mental health coordinator 
and the family educator. She was offered a permanent position with 
the firm. 

Ms. P continues to receive services for her family and herself and 
often expresses her appreciation .for tLe effort and confidence that the 
staff placed in her in motivating her to continue to hang in, even 
when she gave up on herself. 

The following passage told by a CCDP staff member discusses a mother who 
came to CCDP with drug abuse as the source of ongoing crises in her life 
and the lives of her children: 

When Ms. N joined Project J, she had three sons, all developmental^ 
delayed, was pregnant with a fourth, lived in Government housing, 
and was an AFDC recipient. 
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Ms. N confronted her addiction in one of her family advocate's 
bimonthly visits. With Project «Ts assistance, she entered inpatient 
substance abuse treatment. Ms, N*s recovery is a success story in 
itself. She's been off drugs for 15 months with no relapses! 

Drug-free, Ms. N*s life has blossomed as she has aggressively 
pursued a series of positive steps for her family. Working toward her 
goal of becoming a physical therapist, she obtained her GED and has 
completed her third semester of courses at a local community college. 

Soon Ms. N will celebrate 1 year of marriage. She and her husband 
have purchased a home across the street from her children's 
elementary school. The boys have received special attention and are 
progressing well developmental^. 

Ms. N works full time with [location stated] and is active in her 
church. Her husband works full time in the bakery of a local 
retirement community. 

The couple attends all Project J activities. They continue to consult 
their case manager on issues such as increasing Ms. N*s husband's 
educational level, time management skills, and budgeting. 

A large part of the mental health component of CCDP is to heighten 
participants' self-esteem and motivate them to want to achieve their goals. 
The following passage, written by a CCDP staff member, tells of a parent's 
successes in this area: 



Success can be measured in many ways — for some, [L is] financially, 
and for others [it is] in far less tangible emotional strength, increased 

• self-esteem, and a reversal of depression. For Ms. Q, these less 

tangible indicators are remarkable. When she signed up for the 
program, she had just had a child, been deserted by her boyfriend, 
and, as a result, lost most of her household goods. [She] was so 
depressed she could barely speak. Her self-esteem was at an all-time 

^ low, and her interest in life was nonexistent. Slowly, through 

consistent and persistent support, she and her case manager began 
talking about her future and that of her children, and she once again 
saw beyond the morass of her personal life. 

Ms. Q, with her case manager, began to embark on several months of 

• career exploration and goal planning. She took her first big step by 

entering the Job Opportunities and Basic Skills (JOBS) program. 
Upon completing the life Skills and Academic Remediation programs 
offered through JOBS, she decided to enroll in a secretarial training 
program. Once again barriers presented themselves, but together 

0 Ms. Q and her case manager plotted her path to the training site 

some two buses and 45 minutes away — and she was on her way to 
her own personal success. At graduation, Ms. Q was given five 
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awards, including perfect attendance, and celebrated her 
achievements with her daughter, her case manager, and our 
community organizer. She is very proud of her accomplishments, 
which translates into a strong sense of self, a light-hearted spirit, 
and a "can-do" attitude that will serve her well in her imminent work 
life. 

Employment 



Employment services are crucial to many families enrolled in CCDP. Each project is 
responsible for developing, planning, and monitoring employment services. 



In the following passage, a father discusses how CCDP helped him find 
employment: 

Project A has helped in getting me better employment. My new job 
is more fun, has more security, and has much better benefits. 
Project A also has helped our family's self-esteem, making us a much 
better family with each other. It has showed us so many different 
resources in the community. And now it is helping us with our 
budgeting and getting old, big bills paid. Project A is such a good 
program, I don't know where we'd be without it. Probably not 
together, and our young boys would probably be headed for trouble 
like our big boys have been. Thanks, 

The next three passages detail the stories of mothers from three different 
projects who have succeeded in fulfilling their employment goals: 

Ms, A enrolled in Project K as a single parent with two children, 
living in a one-bedroom apartment [She had] parenting and 
nutritional concerns, [was] receiving APDC benefits, [was] getting 
her medical care at the [place stated], and [was] in serious debt, 
Ms, A and her case manager outlined a very detailed program for 
herself and her family. Project K pays her child care expenses and 
has provided many hours of parenting and nutritional education. 
Her training and experience has led to a full-benefits position at a 
legal firm, which now pays almost $36,000 a year. She lives in a 
large, two-bedroom apartment and has systematically paid off all her 
debts. 

The second story is as follows: 

A mother enrolled in Project Q in August 1990 with two children. 
Her oldest child is 5 years old. The focus child will be 3 [years old] 
in August of 1993. She recently delivered a 7-pound baby girl on 
May 19, 1993. 
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During her enrollment in Project Q she has been able to secure 
employment as an assistant administrator with a local newspaper. 
She has been working there for almost 3 years. She was able to 
obtain a driver's license and purchase a car in 1993. She was able to 
arrange for licensed child care for her 3-year-old and newborn 
daughter. The father of her children also was able to acquire 
employment through the assistance of the employment coordinator. 

The third story is presented below: 

Ms. B is a 35-year-old, African-American, single mother of a 
2-year-old daughter. At the time of her enrollment into Project M, 
Ms. B was unemployed and receiving public assistance through 
AFDC. Since participating in the program Ms* B has made great 
strides and has accomplished much. In the beginning Ms. B 
appropriately utilized Project M , s support services by participating in 
the women's support group. She also used Project M's drop-in center 
for her then 1-year-old daughter while she actively sought 
employment. 

Ms. B always has been a woman of great pride, and her first goal 
was to become self-sufficient through meaningful employment. Three 
months after her enrollment in Project M, Ms. B obtained a part-time 
position with a private social service program. Because it was a 
part-time position and her income level was minimal, Project M 
helped Ms. B subsidize family day care. Three months after 
beginning her employment, Ms. B was offered a full-time position 
with the same agency. 

Through the support of her case manager, Ms. B was referred to the 
Department of Public Welfare for a day care voucher. She was 
accepted into the program and was allotted day care vouchers for 1 
year. As a result, her child is actively participating in center-based 
day care and is thriving developmental^ and emotionally. 

Although Ms. B found employment shortly after her enrollment, she 
continued to use the support and encouragement provided by 
Project M. Through the aid of the drop-in center, parent support 
group, subsidized day care and emergency funds, Ms. B was able to 
achieve her goals. Her employment has reinstated her self-worth 
and has given her the confidence to succeed. 

In the next story, a parent's employment history, is disc ussed: 

A participant attended the first career and education fair in April 
1992. With the promise of employment, she showed up with several 
copies of her r6sum6. She was connected with the Public Service 
Company, which is represented on the community advisory board. 
Through discussion with the company's treasurer and director of 
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personnel, this participant obtained employment. Coincidentally, she 
ended up in. the treasurer's office. Her first position was entry level, 
and she expressed her desire to move to a more challenging position. 
She was able to accomplish this relocation within 1 year of 
employment. This participant continues to be active in parent 
meetings at Project H and recently has become involved in 
co mmunit y activism. She may possibly become a representative from 
her community to a nationwide conference in Oakland, California. 

Goal Sewing 



Case managers are responsible for building relationships with the families and provide, 
coordinate, and/or monitor the services that are necessary to cany out a set of goals 
established by the family. 



Goal setting is an important component of CCDP* In the following passage, 
a staff member discusses how a young couple learned to take the smaller 
achievable steps to success: 

When Mr. S and Ms. 0 joined Project J, they needed immediate 
resources for an array of problems: health, housing, employment, 
and planning. They were living with their 2 daughters in a small 
house with 2 other families — 12 people, including an abusive 
alcoholic — and were crowded into very tight quarters [which made 
for] a difficult and volatile setting. 

According to Mr. S and Ms. O, they did have goals, but somehow 
they kept getting lost along the way. Mr. S had trouble holding a 
job* Since he spent very little time with his daughters, parenting 
was left largely up to Ms. 0. 

They felt that they needed to slow down, that perhaps their efforts 
were too hurried or misdirected. With Project <Ts help, they learned 
to break down the larger goals into smaller, achievable steps. 

First, they enrolled their children in Project JPs child de % iopment 
program. Ms. 0 began attending classes at a community college. 
Later, she was hired by the Red Cross as a full-time employee. 
Ms. O now works as a family advocate for a local social service 
program. Mr. S's employment has stabilized and he has become more 
actively involved with his daughters. 

Mr. S and Ms. 0 bought a house this summer. They're setting new 
goals and working toward them one step at a time* 
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Below a young mother discusses her goals: 

I would like to tell you how wonderful Project X is. Project X has 
been involved with my family for 3 years now. It has changed my 
life. When I first met [project staff named], I had no control over my 
life, I thought everything was hopeless. Through the years, [staff 
member name] has helped me get back on my feet and move in the 
right direction. Project X has helped me feel confident in my 
decisionmaking. They always let me choose what to do next, 

[My case manager name] showed me the resources for locating and 
paying for child care while I worked and went to school. She helped 
me with the paperwork for school, [My case manager name] helped 
me become aware of my ideas for the future and put them on paper. 
Realizing I had goals and that I could take time to reach them 
helped me to take charge of my life. 

[My case manager name] has gone to and organized meetings for my 
son. These meetings helped me understand his condition and 
understand him. The project's information on parenting helped me 
to understand children and what to expect. 

The project has opened a new door for me and my children. I am 
trying to become an employed, educated parent, and I now have the 
confidence to do what it takes. Before I became involved with the 
Project X, I didn't care if I worked or not. Now I want to work and 
go to school. 

Thank you for letting Prqject X help me. 

In the following statement, a parent itemizes the goals and successes her 
family has experienced as a result of participating in CCDP: 

Project A has helped us set goals and accomplish them, such as: 

1, Studying to get a better paying job; 

2, [Training to] become more assertive with bosses and agencies; 

3, [Training to] become assertive parents versus controlling parents; 

4, Learning better ways to pay for housing (e.g,, to get off the Farm 
Home Loan [and on] a 15-year loan); 

5, Attending child development [training], including what is 
appropriate for what ages and what children should know at certain 
ages; 
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6. Using self-talk and affirmations to say "I can do this" versus 
"Maybe I can"; 

7. Working out a budget to finish two bedrooms and paint our home; 

8. Planting and keeping up the garden; 

9. Staying current on dental and medical needs; 

10. Finding an agency that helped us weatherize our home; 

11. Attending classes on job searching and talking to different 
interviewers, [which] helped us become more aware of interview 
success when searching for a job; 

12. Attending communications classes; 

13. Attending parenting classes of all kinds; and 

14. Attending budgeting classes. 
Overcoming Multiple Obstacles to Success 

The following scenarios are just a few examples of the multiple problems 
f ami l i es often have to overcome in order to succeed. The first scenario is as 
follows: 

As one of the original program families, Ms. J has never lost sight of 
her dreams as she battled substance abuse, psychiatric problems, 
and a very poor self-concept due to facial scarring from a car accident 
and a very severe scalp disease. After successfully completing the 
parenting curriculum, she completed her GED. This success, coupled 
with her new parenting skills, sparked an interest in further 
training. She has completed the [Child Development Associate] 
credentials through a local day care provider and now is employed as 
a day care teacher with the Head Start program and also works part 
time for various private day care providers. Ms, J now is enrolled in 
college for the fall 1993 semester, with aspirations of a career in the 
medical field. 

The second story is as follows: 

Sometimes the [people] we love equate [our] success with losing [us] 
and fight our achievements every step of the way, and Ms. T was no 
exception. Fortunately, persistence and determination are a major 
part of her personality and these characteristics held her in excellent 
stead* Ms. T, with the support and encouragement of her Project N 
case manager, struggled against the barriers of domestic violence, 
inadequate transportation, and inaccessible day care in order to 
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reach her training program, which was two bus rides and 1 hour 
away from her home. When all formal systems failed, Ms. Ts case 
manager drove her and the boys to day care and the bus stop. 

Supported and encouraged, Ms. T finished her program with honors. 
Unfortunately, just after graduation the training program lost 
funding and could not help her find a job. Ms. Ts excellent skills 
and Project N*s opening of a few doors landed her a short-term job 
working for the community health center. During this time she 
continued to build her skills and to seek a position on her chosen 
career path. She worked on interviewing and other job search skills 
with her case manager and the administrative coordinator. 

Finally, in part as a result of a job lead and recommendation through 
Project N, Ms. Ts skills landed her the kind of position she truly 
desired. In addition to earning excellent work evaluations as well as 
the respect of her supervisor and coworkers, she has since finished a 
certificate program for computers at a local college. She plans to 
begin a 4-year bachelor's degree program in the near future. 

A Multitude of Accomplishments 



Several CCDP families have accomplished their goals for continuing their 
education, gaining meaningful employment, and raising healthier children 
Below is the story of a young parent who sought to get off welfare: 

Ms. V became one of the service families for Project I in July 1990 
She was 16 years old, single, and pregnant. She had dropped out of 
school in order to have her baby. She reentered school for a few 
months and then entered a community education program for 
completion of her GED. After finishing 1 year, she made the decision 
to look for a full-time job rather than continue with school. 

In February 1993, Ms. V was hired into an 8-hours per day, 40-hours 
per week position. She continues to work, with an excellent 
attendance record. She enjoys her job and looks forward to going [to 
work]. She is dedicated to long-term employment. 

As of June 1993, Ms. V no longer receives AFDC benefits. She 
continues to receive a small amount of food stamps. Her company 
provides health benefits for her and her daughter. While Ms. V is at 
work, her 2-year-old daughter is being cared for at a day care home. 
Her daughter is progressing very well developmentally, and Ms. V 
realizes the importance of having her daughter at a well-supervised 
child care home. 

Ms. V has been successful in reaching her goal of "getting off 
welfare." She is proud of her work record and plans to coir plete her 
high school education by taking night courses as soon as possible. 
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The following summary of one woman's experience is typical of many CCDP 
families that have accomplished their goals: 

Since entry into Project S, [she] has completed high school, received 
her community needs assessment certification, and enrolled at the 
State university where she currently is classified as a sophomore. 

She moved with the focus child from her mother's dysfunctional 
home into independent housing with the focus child's father. The 
two share responsibility for parenting and are both excellent parents. 
He supports the family [by working in a] factory. She works part 
time to supplement the income. The family is off of public 
assistance. She does receive financial assistance. 

The focus child, who was born 3 months prematurely, displays no 
developmental delays. The child is in licensed chil d care. 

The following success story, told by a case manager, demonstrates how one 
family has turned itself around after taking advantage of CCDP services 
and committing itself to creating a better life: 

Ms. C was enrolled in our program from the start. She was receiving 
AFDC and sharing an apartment with another girl to make ends 
meet. When her baby turned 1 year old, she decided to work toward 
her GED. She took and passed her GED test. She now has started 
at a technical vocational institute and is working toward certification 
as a legal assistant. This summer she will be training with a 
lawyer's office. She will graduate in December from the institute. 
Currently she is enrolled in the FSS program with the city's housing 
department and now is living on her own. She wants to continue her 
education at the local university. Her son is attending the 
university's chil d care center. 

When I began working with this family, the primary caregiver was a 
homemaker with a new baby. Her husband was looking for full-time 
employment; he had a part-time job as a car painter's assistant The 
family quickly seized the opportunities that CCDP offered and 
pursued its goals of education, better employment, child care, and 
parent education. 

There were a few setbacks in the beginning: the husband lost his 
part-time job, child care providers were not dependable, and classes 
were full or unavailable. The family fell behind in its finan^l 
responsibilities. 

Eventually all of these problems were resolved. [The woman's] 
husband enrolled in a course at a community college in emergency 
technician training. He did not find employment in that field 
immediately, but he knew where he wanted to work, and he applied 
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for any open position that was available. He was hired at a major 
hospital as a shuttle bus driver. Without giving up hope for a better 
job, he was hired on as a rehabilitation technician and received 
full-time, permanent employment. Since then he has envisioned 
goals of better employment and now wants to become a fireman. 

Because he is only 20 years old, he was unable to apply for any paid 
position with the city fire department, so he became a volunteer fire 
fighter, once again beginning at the bottom. During this time he has 
remained employed at the hospital. 

The family has purchased a home and bought a new car. Through 
the help of jur employment coordinator, the primary caregiver has 
been able to move from a minimum wage job in sales to a full-time 
permanent position as a bank teller. 

The focus child regularly attends a CCDP child development center. 
His developmental assessments and screening show that he is 
developing at above the normal range. 

This concludes a discussion of the needs and goals of CCDP families, the 
services received by CCDP families to help them meet their objectives, and 
the success stories of a few of the families that have been helped by CCDP 
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Chapter 7. COMMUNITY EFFECTS 



This chapter discusses preliminary analyses of the effects of the 
Comprehensive Child Development Program (CCDP) on communities. 
Several sources of qualitative data were used in order to portray the depth 
and magnitude of the effects that CCDP has had in each community. This 
chapter includes commentaries regarding the effects of CCDP from CCDP 
advisory board members and CCDP project directors, as well as from 
ethnographers* reports. The community-level process outcomes discussed in 
this chapter are indicative of CCDFs potential to facilitate improved 
coordination of community services. This is a potentially important 
discovery, especially in light of the importance that services integration 
plays in ensuring that quality comprehensive services are provided to 
families with multiple and complex needs. 

METHODOLOGY 

This chapter includes analyses of three sources of qualitative data regarding 
the effects of CCDP on the community. The data were examined in order 
to reveal the patterns, themes, or categories of analysis that emerged from 
the data rather than being imposed on them prior to data collection. In 
other words, the goal of the analyses included in this chapter was to search 
for natural variations in the data On community effects (Patton, 1990). 

Because qualitative methods produce detailed information about a small 
number of individuals or cases, the validity of qualitative analyses is 
reduced relative to that yielded by quantitative methods. One method of 
increasing confidence in the validity of qualitative data is "triangulation" or 
^corroboration" (Bryman, 1988; Rossman and Wilson, 1985). Triangulation 
involves the utilization of different methods, or sources of data, to test the 
consistency or validity of findings. Assessing the degree of convergence of 
findings from multiple perspectives on the phenomena of interest can result 
in an improvement in the accuracy or validity of conclusions. 

In this chapter, three sources of qualitative data are discussed: (1) CCDP 
advisory board statements, (2) CCDP project directors' statements, and 
(3) ethnographers reports. The data from each source were subjected to 
content analysis, a commonly accepted qualitative data analysis technique 
(General Accounting Office, 1992). Together, these 3 perspectives provide 
the reader with a multilayered understanding of the complex ways in which 
CCDP projects influence and are influenced by the communities in which 
they operate. The procedures used to collect these 3 sources of data are 
presented next. 
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Advisory Board Statements 

Advisory boards are an important source of support and advocacy for • 
community-based organizations such as CCDP. Although advisory boards 
are composed of community leaders from a variety of backgrounds, board 
members have certain goals in common, such as facilitating the 
implementation of a project, fostering a project's continued organizational 
and fiscal development, and finding new resources for serving families. j 
Whereas the specific functions of CCDP advisory boards were not 
legislatively mandated, the composition of each board was legislatively 
mandated to include CCDP family members; public and community service 
providers; and political, educational, and business representatives. 

CCDP project directors were asked to solicit written statements from their < 
advisory boards regarding the impact of CCDP on families and the 
community. Advisory boards were not given guidance as to the specific 
content or format of these statements. A content analysis of these 
statements was performed in order to discern meg or themes and topics. 

Project Directors' Statements { 

In the spring of 1993, project directors were asked to provide information 
from a variety of sources (e.g., newspaper articles and project newsletters), 
as well as their own perceptions about the impact of CCDP on their 
co mm u nit ies. This material was content-analyzed in order to reveal < 
common themes. All project directors responded to the request for 
information. 

Ethnographers' Reports 

In late 1990 ethnographers were asked to describe the nature of the 
community service network that existed prior to and 1 year after the 
implementation of CCDP (reports were completed by February 1991). 
Ethnographers examined the following issues: 

• Relationships between and among service agencies serving low-income 
families prior to the start of CCDP; 

• Changes in relationships between and among service agencies since 
CCDP; and 

• Current coordination/interaction among CCDP-involved agencies, as well 
as what facilitators and barriers exist. 

The ethnographers used numerous methods to gather this information, 
including unstructured uid semistructured interviews with CCDP senior 
staff, line staff, advise* / board members, and families; participant 
observation; and analysis of project and community documents. The main 
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focus of the ethnographers' reports was to attempt to determine the early 
impact CCDP may have had on the community services networks. 

In 1992 ethnographers were asked to evaluate how services integration 
efforts had changed and developed over time. Ethnographers also discussed 
the facilitators and barriers to services integration in their c ommunit ies 

Future ethnographer reports will summarize CCDP projects' effects on 
service integration at the service and systems levels over the full course of 
the CCDP project The final report will include a complete analysis of these 
reports. 



RESULTS 

Content analyses of advisory board statements, project directors' 
statements, and ethnographers' reports revealed three mcgor themes 
regarding the positive impact of CCDP on the community: (1) CCDP 
influences on services integration in the community; (2) CCDP influences on 
families access to and utilization of services in the community; and (3) 
CCDP influences on grantee agencies. Informal n on the first theme was 
gleaned from all three data sources, whereas information on the last two 
themes was drawn from CCDP advisory board and project directors' 
statements. A discussion of each of the themes, supported by illustrative 
statements or quotes, is presented next. 

Influences of CCDP on Services Integration 

Although services integration is not an explicit goal of CCDP, the conceptual 
underpinnings of the CCDP design include an implicit focus on activities 
that theoretically could lead to improved coordination among community 
service agencies or even systemic changes in community service networks. 
As noted in the Comprehensive Child Development Program First Annual 
Report (CSR, 1991, p. vii): 

Conceptually, CCDP embodies the values and ideals of the family support 
community. Specifically, CCDP does the following: 

• Involves the ^hole family and the whole community in program 
planning and implementation; 

• Establishes a system of networks characterized by peer and staff 
supports; and 
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• Serves as a catalyst for connecting various community and public 
programs and agencies that deliver specific services* 1 

There has been a recent surge of interest in the following: 

• Services integration, as indicated by several state-of-the-art reviews of 
services integration theory and initiatives (for example, see Center for 
the Future of Children, 1992; Department of Health and Human 
Services, 1991; General Accounting Office [GAO], 1992; Kahn and 
Kamerman, 1992; Kusserow, 1991a, 1991b; Melaville and Blank, 1991; 
Melaville, Blank, and Asayesh, 1993; Morrill, 1993; Ooms and Owen, 
1992a, 1992b); and 

• The development of a national technical support and clearinghouse 
organization dedicated to the topic of services integration— the National 
Center for Services Integration (NC3I). 

NCSI defines services integration as follows: 

The process by which a range of educational, health, and social 
services are delivered in a coordinated way to improve outcomes for 
individuals and families- Current efforts in services integration 
strive to overcome the disadvantages of the present fragmented 
structure of programs and providers, often promulgated by 
professional specialization. 

Effective services integration initiatives emphasize the following: 

• Comprehensive services; 

• Early intervention and prevention; 

• Consumer- and family-oriented responses; 

• Family and individual outcomes; and 

• Provider accountability (Bruner, 1993, p, 3). 

CCDP shares several of these characteristics, particularly an emphasis on 
the provision of comprehensive services (through case management and the 
development of interagency agreements; see Melaville and Blank, 1991), a 
focus on early intervention, and the goal of fostering individual and family 
outcomes. However, the goals of CCDP may be more service oriented than 
system oriented (GAO, 1992), although, according to ethnographers, some 



^CDP projects also are characterized by a focua on (1) optimizing child growth and preparing children 
for later school experiences, (2) preparing parents as significant change agents in their children's 
development and in their own development, (3) building on each family s strengths rather than serving only 
as a remedy for weaknesses, (4) intervening early in the life of a child and family and providing continual 
support over a sustained period of time, and (6) assisting families in meeting their goals by working with 
them to establish relevant and viable plans and a roadmap for progressing along these paths (CSR, 1991, 
pp, vii-viii). 
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CCDP projects are effecting changes at both the systems and service 
levels. 2 

Influences of CCDP on Services Integration— Ethnographers' 
Perspectives 

Pre liminar y analyses of ethnographers' reports led to the discovery that 
CCDP projects are effecting changes in community service systems, a 
finding that was subsequently supported by the results of analyses of 
statements by advisory boards and project directors. 

The following is a presentation of the results of these preliminary analyses 
of ethnographers' reports on the effects of CCDP on community services 
networks. 

The two main types of service networks existing before the implementation 
of CCDP were clasrJied by ethnographers as being either (1) "not 
coordinated" or (2) "coordinated." As shown in Exhibit 7-1 following the 
next page, only 9 (40 percent) of the 21 communities had a coordinated 
services network in place prior to the implementation of CCDP, while 12 
(60 percent) did not. 8 Descriptions of communities with these two types of 
service networks Sallow. 

In addition, descriptions of changes in community service networks that 
occurred during the first year of CCDP, and an enumeration of factors 
associated with facilitating the coordination of the services network are 
presented below. 



Services integration effort* are categorized as either "system oriented' or "service oriented,' depending 
on their goals. System-oriented efforts have ambitious goals, such as to eliminate the fragmentation of 
human services by looking for ways to create a new system that would deliver services more 
comprehensively. These efforts seek (1) to change the way agencies plan and fund programs and (2) to 
eliminate conflicting eligibility and data collection and reporting requirements of programs serving similar 
clients. Service-oriented efforts are less ambitious, bu b uieir goals can be as difficult to attain as system- 
oriented goals. Service-oriented efforts attempt to link clients to existing services and unite various service 
providers without altering the way program officials budget and fund programs, service agencies' 
responsibilities, or agencies' organizational structure. Service-oriented efforts encourage agencies and 
providers to share information and collocate many services at one center (GAO, 1992, pp. 2-3). 

•interestingly, rural communities were more likely than urban communities to have had a coordinated 
service network prior to the implementation of CCDP (60 percent versus 37 percent, respectively). It may 
be that coordination among service agencies is easier to implement in rural areas. In general, rural areas 
have a small population and fewer service agencies. The service agencies that operate most likely find it 
necessary to collaborate. It is also likely that urban areas, with their large low-income populations and 
myriads of agencies providing social services, have a more difficult time attaining service coordination. This 
report is not the appropriate forum for presenting a comprehensive review of the literature on differences in 
the nature of service networks in rural and urban areas. In the final report, complete analysis will be 
provided of differences in service networks in CCDP rural and urban areas in relation to factors identified 
by a comprehensive review of the literature. 
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Communities Without a Coordinated Service Network 
Prior to Implementation of CCDP 

Among communities that reported not having a coordinated service network 
prior to the start of a CCDP project, relationships between agencies serving 
low-income families generally were regarded as ad hoc and informal in 
nature, The following example presents some of the barriers faced by 
communities' efforts to integrate services at an urban CCDP project (Project 
H Ethnographer Report): 

The key agencies that are currently involved in delivering services to 
project participants were listed in a previous report. Of those listed, 
90 percent of them have a history of serving low-income families. 
From the outset the participating agencies have established histories 
of tackling the problems facing this particular population. However, 
in the past these agencies have operated as separate entities with 
separate functions that overlap (e.g., counseling, social services, 
mental health, etc.). Given such isolation, agencies have never come 
together to build a network of services that could serve families as 
whole units. Rather, clients have had to seek different services 
available to them throughout the city, and this has meant extensive 
travel, time, and commitment. The disjointed nature of social 
programs in [the city], together with the large volume of people in 
need of such services often meant that individuals feel as though 
they are one more number in the welfare system, one more paper to 
shuffle across some bureaucrat's desk. 

While this low-income community had access to a number of categorical 
service agencies, the efforts to coordinate services for individual families 
were blocked by territoriality and a lack of leadership and vision. For the 
most part, community agencies historically have worked independently of 
one another, although a commitment to work cooperatively and share 
information on the part of some agencies has increased in recent years. 

In some communities, a lack of coordination was reflected in the 
fragmentation of services and conflicts between public and private agencies. 
Existing informal service networks often fell short in their efforts (1) to 
enhance the dissemination of information about services available in the 
community and (2) to improve accessibility to those services. In 
communities where service networks were nonexistent or not well 
developed, CCDP projects faced barriers to providing a system of integrated 
services. For example, an advisory board member from Project D reacted to 
the ethnographer's question, To what extent is there collaboration and 
cooperation between your organization and other agencies and is it as 
extensive as it should be?" as follows: 

How can there be collaboration and cooperation between [this 
agency] and other agencies when there isn't good cooperation and 
collaboration within [this agency]? We have upper management 
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Types of Service Networks 



CCDP 
Project 


Coordinated Service 
Network Prior to 
Implementation of CCDP 


No Coordinated Service 

Network Prior to 
Implementation of CCDP 


A* 


yf 




B 




yf 


C 




yf 


D 


y/ 




E 


yf 




G 




yf 


H 




yf 


I 


y/ 




J 


yf 




K 




yf 


L 




yf 


M 




yf 


N 




yf 


P 


y/ 




Q 




yf 


R* 


y/ 




S* 




yf 


U 


y/ 




V 




y/ 


W* 




yf 


X* 


yf 




Total (21 projects) 


9 


12 



* These projects are rural. 
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people who say, "This is what we'd like to see done." Then we have 
the workers at the lower level who actually do the things, make the 
connections, and do what needs to be done. But in between these 
two [groups of] people are the bureaucrats who can make things very 
unclear, or make things difficult for whoever is trying to do 
something. Their job seems to be to put up hurdles and roadblocks 
to what people are trying to do. I guess I see myself as someone who 
points this out to people. What we can gather and learn from this 
project is how to cooperate and collaborate effectively. 

Ethnographers found that community leaders were aware of the impact of 
turf issues on their communities' ability to develop a coordinated service 
network. For example, a community leader in Project L's area told the 
ethnographer, The approach to service — public or private — will deterunne 
the success in networking affiliation." 

The community leader thought that Project L should approach providers as 
in need of their assistance rather than impose a sense of authority on the 
community. 

Jealousy, competition, and battles over clients or funding seemed to be the 
norm in some communities. Interestingly, turf issues tended to be a 
problem for some projects at the service level but not at the administrative 
level. For example, there often were battles between CCDP case managers 
and State social and human services personnel over attempts to obtain 
housing, rental assistance, or food stamps for CCDP families. Turf issues 
also involved funding priorities and boundaries set by the agencies 
awarding the funds. For example, a member of Project Us advisory board 
commented as follows: 

On a negative level, the inertia of current systems may affect its 
operation. It's hard to get bureaucrats and bureaucracies to change. 
Funding is another big part; there's never enough funding to 
accomplish what you want to or need to. It's a terrific goal to want 
to make these changes, but how much can you actually change 
things? 

A community leader from Project S specifically referred to "agency-turf 
protection" as a barrier to developing what he considered "a viable 
cooperative case management system." This community leader held the 
view that money, accountability, and services coordination rarely extend 
beyond the confines of a single institution. 

Social service organizations are affected by, and therefore must be attentive 
to, political climate at the community, State, and Federal levels. For 
example, agencies attempting to develop a comprehensive, integrated, 
collaborative project must maintain a certain level of visibility and 
credibility within local political circles. Examples of political factors that 
inhibit relationships between agencies include debates about funding by the 
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city council and county commissioners. Unfortunately, community service 
organizations are sometimes at the mercy of county commissioners who may 
not be willing or able to expend political capital in order to improve or < 
increase resources for low-income families in their area. As sources of 
funding for service agencies dwindle, agencies must take a more active role 
in political discussions about how to best reconfigure co mmuni ty service 
networks. 

Communities With a Coordinated Service Network < 
Prior to Implementation of CCDP 

In nine communities there was some level of coordination among service 
agencies prior to the establishment of a CCDP project (see Exhibit 7-1). 
Some of the methods used by agencies in these communities to facilitate ( 
cooperation and communication among both public and private agencies 
involved the creation of various types of support groups among professionals 
with shared goals. The following example was provided by the 
ethnographer for Project E: 

Administrators working in the employment field have had their own { 
personnel group that has been meeting several times a year for the 
past 8 years and include representatives from about 20 msgor public 
and private employers in the area- Furthermore, while there is no 
formal organization of mental health agencies in this community, 
there is an interagency team of State-supported mental health i 
organizations that meets twice a month* 

Following is a description of an urban community with a coordinated service 
network and the factors that contributed to its effectiveness and longevity: 

Over the past 20 years, the relationships among social service 
agencies serving low-income clients in [the county] have changed 
Several changes were clearly in place long before Project U began its 
planning process. In fact, Project U was shaped by those changes. 
What were they? First, there was a strong sense of regional identity 
among the service providers. Second, there were many more ^ 
agencies in place, often with overlapping specializations and service 
areas. Third, the agencies were involved in a number of joint 
projects in which they worked together to serve the same clients. 
Fourth, they often acted collectively and cooperatively to represent 
the needs of their clients, communities, and regions to other levels of 
Government. Furthermore, the agencies watched out for one • 
another; "turf wars" were avoided by tact, discussion, and working 
together to develop and divide the roles in new joint projects. 

Obviously, the service providers in this community placed a high value on 
the power of cooperation and the development of collective resources. Even 
experienced providers at Project U were learning the value of cooperation • 
and collaboration, as demonstrated by the following example: 
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The.. .county providers recognize that they are working in an unusual 
situation. They value the cooperative atmosphere highly; several 
have turned down promotions to larger areas to continue working in 
a region where social service agencies work together; and all cite the 
cooperation as an important "fringe benefit" of service in the region. 
They actively work to teach the cooperative, informal, flexible style to 
new providers. One provider with many years of experience in other 
areas commented, They were very patient with me, and they are 
still teaching me how to behave down here." Several "oldtimers" 
mentioned that it generally takes about 2 years for "newcomers" to 
relax and discover that the atmosphere is real and to learn that 
there are behavioral norms operating which are different from those 
which permeate the social service network in other places. 

Finally, a provider at Project U, who has worked in several co mmuni ties 
over the last 20 years, commented on why a cooperative atmosphere nTnnng 
local community agencies was possible: 

I think it happens in a few places because a few people see the 
possibility and build on it. They create networks, those networks are 
rewarded, and gradually the atmosphere changes from dis trust to 
trust 

Changes in Coordination/Interaction Among CCDP-lnvolved Agencies 

This section presents selected ethnographers 9 descriptions of changes in 
community service networks that occurred in the first year following the 
inception of CCDP. These descriptions suggest that, in some communities, 
CCDP projects began to facilitate services integration at both the service 
and systems levels within the first year of serving families. 

Ethnographers reported that one of the most important changes in the 
relationships between service agencies since the implementation of CCDP 
has been that major county and State agency directors are working 
together — along with employment and training, human service, health, and 
various private nonprofit providers — to better serve low-income families. 
CCDP-sponsored meetings have brought people together in ways that 
suggest a new model of how to implement and operate comprehensive, 
integrated, and collaborative family services projects. Coordinated efforts 
have focused on specific populations and needs, such as the homeless, 
emergency funds, food, clothing, and energy assistance. Changes in service 
networks that have occurred since the inception of CCDP include 
development of new linkages and strengthening of other linkages, increased 
interagency awareness and understanding, and more frequent interagency 
case management staffings. 

Of the 12 projects reporting information, 10 (83 percent) have experienced 
some form of change among the service agencies since the inception of 
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CCDP (see Exhibit 7-2 following this page). 4 Of that 48 percent, most 
(90 percent) of the projects were urban. As noted earlier, rural areas were 
more likely to have an existing coordinated service network The inception 
of CCDP has acted as a catalyst in urban areas for changing relationships 
among service agencies. 

Staff from different agencies often work together on a daily basis. For 
example, in Project R's community: 

Coordination among agencies is occurring at both the staff and 
administrative levels. CCDP staff have the daily contact with the 
staff of other agencies and, as one county coordinator stated, "this 
empowers the staff to be the primary initiator for interagency work." 
Coordination mechanisms have primarily been meetings either in 
person or by telephone between line staff. 

The following statement of a Project D advisory board member further 
illustrates changes in service provider operations and attitudes: 

We need more public and private collaboration. A lot of people talk 
about public-private collaboration, but it f s just a lot of rhetoric. We 
need leadership— the right people who can make it happen and make 
it last long term. Fm impressed with Project D. They have the right 
people at the table. Collaboration is very scary though. It involves 
risk taking. Collaboration must happen for this project to work 

This example suggests that, by participating in interagency meetings in 
formalized settings, each staff person obtains an intimate knowledge of the 
services available from other agencies. This additional knowledge facilitates 
CCDP staffs efforts to identify and access services needed by CCDP family 
members. 

CCDP projects have taken the initiative to try and improve the quality of 
the local services network As a result, CCDP and non-CCDP staff now are 
able to access a wider range of inservice training activities. As explained by 
the ethnographer for Project K: 

Project ICs Provider Subcommittee meetings, which occur every 3 to 
4 months, are a major mechanism through which Project K is 
attempting to establish interagency communication. In addition, 
representatives from local service providers have been invited to 
provide training at Project K, and Project K staff have visited and 
spoken at several local providers organizations... .Project K also had 
planned to foster interagency ties by providing inservice training to 
local service providers. ...whose staff also have visited and spoken at 



'Five communities had a coordinated services network prior to implementation of CCDP, and five did not 
have a coordinated services network prior to implementation of CCDP. 
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Exhibit 7-2 
Effect of CCDP on Service Networks 



CCDP 
Project 


Service Networks That Have 
Experienced Changes Among 

Service AaenclPR Qlnro 

Inception of CCDP 


Service Networks That Have 
Experienced No Changes 
Among service Agencies 
Since Inception of CCDP 1 


A* 




y/ 


B 




N/A 


C 




N/A 


D 


*/ 




E 


v/ 




G 




N/A 


H 


s/ 




1 


s/ 




J 




N/A 


K 


s/ 




L 


s/ 




M 




N/A 


N 


s/ 




P 




N/A 


Q 




N/A 


R* 


s/ 




S* 




N/A 


U 


i/ 




V 


s/ 




w* 




N/A 


X* 




*/ 


Total (21 projects) 


10 


2 



* These projects are rural. 

1 N/A indicated that the ethnographer did not respond to this question. 
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several local provider organizations. In addition) Project K provides 
inservice training to local service providers* 

CCDP's philosophy and goals also facilitate services integration by 
encouraging networking among CCDP staff. In addition, CCDP attempts to 
employ staff who understand and will comply with the CCDP philosophy of 
collaboration. Most CCDP staff realize that the goal of services integration 
and coordination is an essential component of efforts to provide families 
with comprehensive and integrated services via the case management 
process. 

In communities that had a system of integrated services in place prior to 
the inception of CCDP, CCDP staff have worked to improve and expand the 
existing services networks by providing new services, strengthening the 
existing pool of services, or facilitating communication and cooperation 
among community, State, and Federal agencies. Because many CCDP 
projects are located within established grantee agencies that have a history 
of initiating collaborative programs sponsored by various privately and 
publicly sponsored agencies, the grantees generally encourage the CCDP 
projects to pursue these activities and support the CCDP projects in their 
efforts to foster service integration. In this case the relationship between 
the CCDP prqjects and their grantee agencies is mutually beneficial. 

For those CCDP communities that had an existing cooperative social 
services network, CCDP projects have reinforced and enhanced the value of 
working collectively. The advent of CCDP supports the existing focus on 
providing comprehensive case management for low-income families, and 
CCDP serves as a vehicle for implementing services other agencies were 
unable to provide. 

In several projects the information exchange among the members of the 
community services network has increased due to the creation of CCDP 
advisory boards. The CCDP advisory board includes community leaders 
who share their expertise with CCDP projects and serve as advocates for 
CCDP among members of the organizations or communities which they 
represent. Each advisory board includes CCDP families, business 
representatives, and community service leaders. At advisory board 
meetings, members from the various agencies work together to develop a 
system of coordinated management of families for which they share 
responsibility. In this context there is potential for CCDP to continue to 
enhance and focus interagency cooperation. This was noted in the following 
example, provided by Project E's ethnographer: 

...this new approach [collaboration] has been highlighted in larger, 
less ephemeral groups. Such is the case in Project E's own advisory 
council, whose members represent a microcosm of the service world 
that a comprehensive, collaborative delivery system might need to 
draw on; among council members are managers of organizations 
involved in health, early childhood, employment, mental health, child 
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care; the business community; the political system; and the school 
board and school system. The topic of interagency cooperation comes 
up often in the course of discussions within this group, and at one 
recent meeting Project E's director brought the issue into focus by 
describing one of the program's "successes" on this score. A Project E 
mother had been in crises and in need of a month-long substance 
abuse treatment program. Project E staff worked with mental health 
as well as several child care and transportation organizations to 
quickly orchestrate arrangements for this woman and her two 
children. During the discussion that followed this account, a council 
member who directs one of the agencies that had been involved in 
helping this family praised Project E's model of service delivery. 
Discussions of this sort cannot help but stimulate and raise 
consciousness about the importance and possibility of making 
collaboration work. 

For most CCDP projects, collaborative efforts between agencies in the 
service network increased between the inception of CCDP and April 1991 
(the period covered by the ethnographers' reports cited in this section). 
Agencies agreed to provide specific services for CCDP families at no extra 
charge or at a nominal charge to CCDP. Some interagency agreements 
went so far as to specify that CCDP families be given priority access to 
services and to suggest what types of information would be exchanged 

Ethnographers found that coordination and interaction among service 
agencies usually starts at the administrative level, as interagency 
agreements are drafted by the CCDP project director and other agency 
directors. The interagency agreement then is implemented by line staff, 
usually case managers or home visitors. The following example provided by 
Project B's ethnographer illustrates this process and some of the problems 
faced when attempts are made to coordinate the services received by 
families: 

At the present time much of the interagency coordination interaction 
is at the administrative level. This is primarily due to the need to 
develop interagency agreements in meeting the project's expressed 
goals. As interagency agreements are implemented, much of the 
contact is then shifted to the case managers in order to pair the 
family needs with the services provided by the agency. This 
brokering of services is a mqjor activity of the case managers. A 
major difference in the project.. is that the case managers do not just 
refer their clients to services but broker the services and make 
certain that the pairing of persons and program is met. This is, of 
course, often an interesting and frustrating task, as pairing a family 
with a new service may have a ripple effect on the other services the 
family is receiving and quite often schedule juggling takes place in 
order to fit the new service into the schedule. This problem is 
exacerbated by the- lack of public communication and transportation 
services. 
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Factors Facilitating the Coordination of the Services Network 

The service networks that have developed in CCDP project communities 
were built through previous connections. CCDP project directors and staff 
typically have an extensive background in the social services arena and 
have numerous contacts on whom they can call* Personal relationships and 
strong negotiation skills seem to set the tone for cooperative ventures* 

Ethnographers identified four main factors associated with facilitating the 
coordination of the services network: (1) case managers, (2) an active and 
committed advisory board, (3) formal interagency agreements, and (4) a 
supportive grantee agency* These factors operate at different levels of the 
service network (e.g., the case manager at the line staff level, the advisory 
board at the administrative level, and interagency agreements at both the 
service and administrative levels of the service network)* Each of these 
factors is discussed below. 

Case managers. — Case managers act as advocates for CCDP family 
members from the establishment of a goal to its attainment The case 
manager often can make numerous friends and allies in the service 
community simply by assisting all the other agencies in securing services for 
one particular family or family member* Project R developed an interesting 
training program designed to facilitate collaboration among service 
providers. This program was explained by the ethnographer as follows: 

Service linkages central to the CCDP concept require more extensive 
and more frequent interaction with other agencies* New CCDP staff 
visit with other agencies as part of their job orientation* This 
process serves to increase staff knowledge about other agencies and 
allows other agencies the opportunity to meet CCDP staff* In [the 
county], one such visit was a catalyst to mend an unknown negative 
relationship between the CCDFs grantee agency and the public 
health department* Prior to the case manager's courtesy visit the 
public health nurse stated she had little respect for the grantee 
agency based on negative interactions with the previous grantee 
county coordinator* The new grantee county coordinator, the public 
nurse, and the CCDP staff met and resolved many of their feelings, 
resolved other concerns regarding CCDFs role with family health 
issues, discussed ways to coordinate and collaborate information, and 
made an agreement for quarterly family staff meetings* 

Advisory board. — Advisory boards facilitate coordination by sharing 
information with other agencies and by locating resources in the community 
or at the State and Federal levels. Members of CCDP advisory boards are 
invited to participate in activities sponsored by other agencies, thereby 
increasing mutual awareness and understanding among the staff of CCDP 
and other related programs* 
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CCDP advisory boards consist of CCDP families, business representatives, 
community leaders, and community service providers. The main objectives 
of advisory boards are to elicit community support for CCDP, foster the 
development of interagency agreements, provide technical assistance and 
resources as needed, and provide leadership for CCDP projects. As noted 
earlier, a community advisory board committed to the philosophy and goals 
of CCDP facilitates services integration in the community. The inclusion of 
community leaders on the advisory board has influenced the development of 
c ommunit y-based systems of services integration. Advisory board members, 
particularly those at the State level, play a key role in services integration 
by providing information about grants and other sources of funding for 
which CCDP could apply in collaboration with other agencies. The advisory 
board is, in many cases, the primary vehicle for ensuring that the issue of 
services integration remains a priority in the community. 

An example of how one advisory board (Project I) facilitated services 
integration is as follows: 

Many of the advisory council members were part of the original 
planning committee to develop the project proposal. Some of these 
members had input by recommendation and review into the selection 
of personnel who occupied key positions within the project. When 
formal or informal agreements existed with the agency, the advisory 
council member usually played a key role in the development of the 
document. When a problem arises within the parameters of the 
agreement, they [the advisory council members] can usually be 
counted on to assist with problem resolution. Child care funding is 
one such problem. Potentially all primary caregivers (CCDP famil y 
members) who receive AFDC and meet [the] other [agency's] criteria 
are eligible to receive payments for child care from [the other 
agency]. Only one Poject I parent actually had received money from 
[the other agency]. Also, to date the money had not found its way to 
Project I, although Project I was providing the child care. A meeting 
was held at the Department of Social Services [DSS] with the DSS 
administrator, Project I director, the ethnographer, and other staff. 
The DSS administrator suggested a chart to be developed by Project 
I showing its current collection from DSS for child care and 
measuring the progress during the next year. During this meeting 
Project I staff and DSS staff informally covered areas identified in 
the interagency agreement. They collaborated on problems involving 
their mutual clientele. They shared resources, i.e., the assessment 
center opened to Project I as an entry point, along with potential 
reimbursement for child care and case managers to assist [the other 
agency's] staff in followup activities. It was apparent throughout the 
meeting that the DSS administrator, who is also an advisory council 
member was making it known to his subordinates that he wanted 
the things discussed in this meeting to be carried out, hence the 
chart for monitoring the progress he suggested. There are numerous 
examples like this where problems are brought to the advisory 
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council, and members of the council use their positional and personal 
authority to facilitate resolution. 

The parents who are on CCDP advisory boards play an important role in 
cooperation among service agencies. CCDP parents also can use the 
advisory board as a means of affecting change in "the system." An example 
of parents 1 roles on advisory boards was noted in a Project S ethnographer 
report as follows: 

Another factor that has influenced cooperation between the agencies 
and program families has been the parents who serve on the 
advisory board. This has given the agency representatives who are 
on the advisory board an opportunity to see first hand the impact 
being made on program famili es. It also has been good for the 
parents to meet these representatives in an informal setting and see 
them in a different light. 

Formal interagency agreements. — Interagency agreements act as facilitators 
by providing the means of acquiring services for CCDP families. Projects 
have developed written interagency contracts or agreements that delineate 
roles and responsibilities, activities, and timeframes for each agency. The 
agreements aid in establishing common definitions, including the definition 
of the population to be served, and lead to a better understanding of what 
agencies can expect from one another. 

Supportive Grantee Agencies. — CCDP grantee agencies that held a m^jor 
leadership position in the community often were able to facilitate the 
process of developing and implementing interagency agreements. Also, 
community agencies generally were not intimidated by CCDP projects 
established within a recognized community organization with its own 
funding streams, because these CCDP projects were not viewed as 
competitors for funds that other service agencies relied upon. 

Influences of CCDP on Services Integration— Project Directors' 
Perspectives 

Information provided by CCDP project directors indicated many local efforts 
to make CCDP project service delivery comprehensive in nature, and 
detailed many changes in service delivery systems that were 
communitywide in scope. Efforts at providing comprehensive service 
delivery facilitated greater levels of cooperation between agencies as well as 
the development and utilization of referral systems. 
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CCDP Projects' Efforts To Coordinate, Deliver, or Make Available 
a Comprehensive System of Services 

Within this category two m^jor issues were discerned: (1) facilitation of 
cooperation between agencies and (2) development and utilization of referral 
systems. Each issue is discussed below* 

Facilitation of cooperation between agencies. — Many projects described how 
they maintained amiable relationships with other agencies by avoiding 
duplication of services and utilizing resources already offered in the 
community. The director of Project H made the following comments: 

The onsite CCDP family counselor has developed strong collaborative 
relationships with other*.. community providers, including mental 
health resources, social service agencies, [and] health and drug 
programs. This has resulted in improved access, service provision, 
and continuity of care for CCDP families* Additionally, resources are 
being provided in a complementary fashion, and duplication of 
services is avoided. 

As a result of following this integrative approach, Project G was able to help 
families access needed services, help other agencies identify eligible 
individuals in need of their services, and support and monitor the ongoing 
services to ensure compliance and reduce access barriers* 

The project director at Project E made the following statement regarding 
CCDP staff members' leadership role in fostering interagency collaboration 
and in searching for funding that would benefit all community service 
organizations: 

CCDP [project] staff have spearheaded and are involved in many 
initiatives. For example, the director and other staff members have 
provided leadership in the [local] interagency committee, a planning 
group with wide community representation* Some of its initiatives 
include an annual Family Friendly Business Award (given to three 
area businesses), an interagency team which addresses the issues of 
teen parents, and a [special] group that organizes a week of activities 
that celebrates children and families* 

Through our efforts and example, the number of interagency case 
management activities has increased in the community. We also 
make team home visits with staff members from other community 
agencies. And our staff co-leads parent education groups with 
personnel from community agencies such as the health department, 
mental health agency, schools, and the child protection agency* 

Our staff have collaborated on several grant proposals with other 
community agencies and have played an active role in the writing of 
grants. Our grant writing has resulted in the community receiving a 
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New American Schools grant, an Even Start grant, community 
development funds, and funds to buy a b uilding for a family resource 
center in one town. 

Development and utilization of referral systems,— Project directors felt that 
the system through which families are referred to CCDP from other 
community agencies was considered very valuable. The following example 
describes why the directors perceive that families and the community are 
best served by this process: 

Project W receives many referrals,, ..Because of [its] implementation 
strategies as well as the use of the team approach that is inclusive of 
other agencies, the program has gained a tremendous amount of 
respect among service providers in the community. The program 
always is making referrals to Project W and feel that the staff 
members of Project W work well with participants. 

Project G also receives direct referrals of families from other 
agencies. However, this project noted, *„,agencies are disappointed 
when they realize that Project G cannot accept more program 
families. The agencies have seen the positive outcomes for other 
families," 

Changes in Service Delivery at the Community Level 

Project directors commented about changes CCDP projects have made in 
service delivery in the community, Within this broad category, three m^jor 
issues were discussed: (1) CCDFs role in the development of collaborative 
relationships with other community agencies, (2) CCDP projects as a model 
for other agencies, and (3) CCDP projects' role in changing community 
attitudes and practices vis-a-vis low-income families. Project directors noted 
that family member and staff involvement in the community and projects' 
joint ventures with other community agencies had positive impacts and that 
their projects served as models for other programs or for Government 
planning. Project directors are also of the belief that agency staffs' and 
businesspersons' attitudes and practices changed upon becoming involved in 
CCDP advisory boards. Finally, project directors noted that the general 
public's awareness of poverty and self-sufficiency issues increased as a 
result of CCDFs efforts. Each of these themes is explored and illustrated 
below. 



CCDP's role in the development of collaborative relationships with other 
community agencies. — Through interagency agreements with other 
community agencies, CCDP projects have increased the availability of 
services in their community. For example, at Project U, a local 
businessperson noted: 

I have observed young mothers speaking gratefully about important 
help they have received from agencies they never knew existed prior 
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to Project LFs involvement. As these services have their impact, the 
parents 1 attention moves from worrying about their child's health and 
development to attending to their own abilities to provide for a 
family. 

Another example of a successful interagency agreement provided by the 
project director from Project W is as follows: 

With the [State] Department of Social Insurance we have entered 
into an agreement for all project recipients eligible for Job 
Opportunities and Basic Skills (JOBS). Under the agreement, 
Project W would provide case management services and the 
[department] would provide all the supportive services required by 
JOBS (e.g., child care and transportation). 

Day care services have been improved and/or expanded as a result of 
interagency cooperation. For example, Project IPs State utilized a Child 
Care Block Grant to fund day care services for the members of a local 
Native American tribe. However, Project U noted the following: 

There was difficulty with startup, and thtn legion X administrators 
asked Project U to assist the tribe in getting the center off the 
ground. The center was run jointly for 1 year. The tribe now is 
getting ready to take over this center as planned, expand the Head 
Start program, and open a second child care center. 

Furthermore, in addition to facilitating additional child care slots in the 
community, this CCDP project "also generally enhanced the level of child 
care expertise on the reservation." 

Other examples of how CCDP projects facilitated the availability and 
accessibility to child care include the following: 

• Project W will be working with several community agencies and a child 
care referral service to develop Family Day Care homes in the 
community where the participants live. 

• Project S works collaboratively with Head Start on transportation and 
child care. Head Start serves some Project S children in part-day 
programs, Head Start social service staff serve as Project S family 
advocates. Project S trains and supervises the staff on comprehensive 
case management methods, thus benefiting Head Start 

• Project S has greatly influenced the accessibility and affordability of 
child care in rural areas of the State. Previously there was no 
infant/toddler care in some communities and only very limited quality 
preschool care. Project S has provided training on quality care for child 
care providers and parents. 
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At Project A, the project director reported: 

[Another] impact is that the project child specialist has been actively 
involved in organizing training for child care providers to improve 
the quality of child care services. In addition, she provides training 
directly to over 20 child care providers per quarter. 

During the CCDP project startup phase, community agencies that had not 
been linked previously began working together to provide services for non- 
CGDP famili es as well as for project families. For example: 

At Project U, the children and families commission has designed its 
initiatives around community-based family support principles and 
has funded two initiatives that were influenced by Project S and 
involve major co mmuni ty service expansion: a family resource center 
provides services to all tribal members, such as food and clothing, 
parenting, youth employment, drug and alcohol counseling, and an 
expansion of Project S that provides services to all pregnant or new 
mothers in the community. 

CCDP projects as models for other agencies.— Several directors described 
how other institutions (including Government agencies) have developed new 
programs or modified existing programs according to CCDFs example, 
including the following: 

Project S is one of only two CCDP projects in the Nation that has 
established its delivery sites in public schools. The program's five 
family resource centers (PRC's) provide comprehensive integrated 
services and serve as model sites for the school systems which enroll 
many thousands of children The school systems have applied to the 
State to establish more PRC's in their counties. Project S held an 
FRC conference for 45 State school systems on school-linked services. 
The CCDP FRC's were observed as model sites for reaching all 
families and preparing children to enter school ready to learn. 

Furthermore, Project Us director reported: 

The [commission] has designed its initiatives around community- 
based family support principles and had funded two initiatives that 
were influenced by Project U and involve major community service 
expansion: This year (1993) it funded the...FRC, providing services 
to all tribal members, such as food and clothing, parenting, youth 
employment, [and] drug and alcohol counseling. 

The project director of Project N reported that foe county plans to elaborate 
on the concept of CCDFs family support programs as follows: 

Community leaders have talked about Project N as a model for 
family support programs in [the] county. In open meetings of 
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community groups, agencies, and local politicians, Project N often is 
called upon to describe the mission and services of CCDP. The 

county is submitting a proposal to the State to develop new FRC's Q 
based on the CCDP model 

Finally, the director of Project A commented on CCDFs far-rea ching .effects 
at both the regional and State levels: 

The [regional office] of Family Support has implemented a number of * 

changes in its system as a function of exposure to the CCDP project. 

These have included changes in its policies and procedures related to 

economic self-sufficiency and case management, and the conduct of 

focus groups for Aid to Families with Dependent Children (AFDC) 

families. # 

The mental health program for children and adolescents at the State 
level has adopted and adapted some of Project A's policies and 
procedures related to wraparound services and case management. 

Communities 9 changing attitudes. — Some CCDP projects influenced the way • 

communities viewed and delivered services. As the director of Project B 

explained: 

CCDP projects are in a unique position locally and nationally to lead 

the way toward the identification of specific needs/changes and to f 

bring with it the full support of an enlightened community. 

CCDP projects solicited community members for advisory board positions as 

a means of introduction and education for them and a promotion for the 

project, such as the following: ^ 

Project S takes the approach of involving business leaders as 

partners to enhance the image and effectiveness of the program. 

Thus, the business council has grown from 10 to 60 members in 3 

years. A change in the attitudes of the board members as a result of 

their involvement is reflected in their increased awareness of welfare ^ 

disincentives and the need for multiyear, intensive programs to 

reduce welfare participation. 

In addition, directors reported that their projects had affected the 

communities' views of and attention to issues relating to families' economic 

and social self-sufficiency. For example: 9 

Project S provides the case management intake for the Section 8 

Housing Self-Sufficiency Program. Over 20 percent of the CCDP 

project's parents are now off of long waiting lists and into improved 

housing. Also, the Project S Business Council has assisted some 

families owning or planning to own their own homes. * 
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Project W mobilized community resources in its effort to address self- 
sufficiency issues as follows: 

Local organizations that provide emergency assistance to families in 
[the county] have redirected their efforts to provide assistance to 
families working toward self-sufficiency* As a result of this change, 
organizations now only provide funds to individuals who are working 
toward self-sufficiency* This change in direction has resulted in the 
following impacts: 

9 These organizations will provide funds to individuals only if they 
are working toward self-sufficiency* 

9 The organizations have been able to assist with nonemergency 
funds for such items as tuition assistance, clothing, school 
supplies, and books* 

• Volunteers in these and other organizations have provided food 
and gifts at holidays* 

Influences of CCDP on Services Integration— Advisory Boards 9 
Perspectives 

The content analysis of the advisory board statements revealed a more 
homogeneous set of issues regarding the influence of CCDP on services 
integration .as compared to the ethnographers' reports and the project 
directors 9 statements* Three general issues worthy of exploring at a later 
date in more detail because they are consistent with the themes revealed by 
analyses of ethnographers' reports and project directors 9 statements could be 
discerned, however* These themes were as follows: (1) services integration 
at the systems level was fostered by the implementation of CCDP and, in 
some cases, this occurred for the first time in the community; (2) advisory 
Boards were actively involved in ensuring that the gains ma le in services 
integration in the community continued for the long term; and (3) services 
integration fostered by the CCDP benefitted both CCDP and non-CCDP 
families* Each of these themes is discussed below* 

Services Integration at the Systems Level 

Whereas a majority of the CCDP advisory boards mentioned the 
establishment of, or improvement in, relationships among community 
agencies and organizations all galvanized around the common cause of 
helping low-income families, several advisory boards indicated that their 
CCDP projects had facilitated a deeper, systemic change in the community 
services network This change came at a moment when the existing 
services network structure could no longer adapt to the changing economic 
and social circumstances in the community* For example, the advisory 
board for Project D wrote: 
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Our community, unlike any other in the Nation, has led the country 
in economic, social, and urban development over the past 15 years. 
In fact, in that short amount of time [the] metropolitan [area] has 
become one of the 10 largest metro regions in the country. Amid the 
boom, however, [there] has not been a parallel growth in the social 
service delivery systems necessary to support and advance a 
population of over 2 million persons. Further, our public spending 
for health and human services has not matched the population 
growth, creating a dwindling supply of services in a highly 
competitive philanthropic climate with no additional monies 
available. 

The timing for introducing CCDP into [the] county could not have 
been more advantageous for making a significant contribution to our 
community's evolution. Over the past 3 years, a number of 
significant pro^j-ams or reports have emerged from [the project] that 
will not only have considerable systemic impact for today, but will 
also create a legacy for shaping the [local] social service system in 
years to come. 

The goal of integrating services across agencies and programs has been 
achieved for the first time in some communities as the result of 
implementation of the CCDP project. For example, according to the 
advisory board members from Project L: 

This was the first program in the community to have interagency 
agreements and work in a collaborative effort to eliminate 
duplication of services. The agreements have influenced the 
coordination and integration of services within the community. 
According to one service provider, the interagency agreements assist 
in building a relationship which allows for staff to meet each other 
and establish good rapport and working relationships. In an area 
where "turfdom" has been a tradition, tins has been quite an 
accomplishment. Project L has over 30 interagency agreements. 

Below, Project Us advisory board gives specific examples of the 
consequences of the CCDP-ini tinted interagency agreements and notes the 
central role of CCDP in this effort: 

Project L has been instrumental in fostering collaboration for various 
projects, grant proposals, training sessions and the formation of a 
number of consortiums. One example is the receiving of a small 
grant from [a philanthropic foundation] to assist the women in the 
southern, very rural area of the project in organizing a women's 
conference, which they did completely on their own. The conference 
was very successful, but beyond that, these women developed a great 
deal of self-esteem and confidence and have since formed a women's 
club for the community that continues to address various topics of 
interest to the group. Most recently, a joint proposal was developed 
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with the [local] school district, which would enable the achool district 
to work with the community in nontraditional ways. Joint projects 
with a number of agencies have brought instruction in health, 
nutrition, parenting, substance abuse, and other topics to a 
community that would have not been done if it wasn't for the 
existence of Project L. 

Advisory board members from different projects noted that the role of CCDP 
goes well beyond the traditional social work model of simply providing 
services to low-income families and beyond efforts to simply link agencies 
through formal or informal agreements by facilitating the development of an 
integrated service network that addresses individual familie s' needs and 
goals. For example, according to a member of Project X*8 advisory board: 

In my position.. .1 am responsible for all professional services and 
coordination of community resources for individuals and famili es 
throughout the entire lifecycle. The project has been able to remain 
flexible enough to truly respond to individual/family needs rather 
than be just a dispenser of services. Not only are the services 
comprehensive, coordinated, and compatible, but the attitude of the 
staff and those involved in the project has fostered full integration at 
all levels and in all areas. 

Furthermore, the advisory board of Project H wrote the following: 

Because of the interagency partnerships the project includes, 
agencies that heretofore have not had occasion to work together in 
such close proximity now know one another's organizational 
resources more indepth and can utilize this knowledge in programs 
beyond Project H. 

The amount of Government dollars earmarked for social services is 
shrinking. Therefore, in addition to fostering interagency integration and 
coordination among social services agencies, CCDP projects also must make 
a concerted effort to include private and business organizations in the local 
services network. This provides an additional source of leadership and 
funding to bear on the problems faced by low-income families. For example, 
advisory board members at a rural CCDP project, Project A, agreed that 
CCDP has made two critical contributions to the community, one of which is 
to bring together 

...policymakers and providers from the public, private, and business 
sectors to discuss community issues bearing on the success of low- 
income families who are trying hard to succeed in making their lives 
better through effective parenting and economic self-sufficiency. The 
result has been an improved atmosphere for interagency cooperation, 
more mutual understanding and trust, and better working 
relationships. 
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Advisory Board Plans To Foster Services Integration in the Future 

The advisory board members of Project I noted that they are implementing 
a long-term plan (1) to protect the gains made toward changing the 
community service system and (2) to set up mechanisms to allow for further 
refinements in the system in the future. Project Ts advisory board felt that 
this strategic planning would significantly impact the community by 
bringing together 

•.•the goals and objectives for governance, administration, and service 
delivery* Part of this plan may well include a systematic method of 
collecting client consumers' attitudes toward, and opinions about, the 
services provided. 

Other CCDP advisory boards also are planning for the future needs of low- 
income families* Advisory board members at Project D, for example, have 
volunteered their time to the following: 

• Increasing the amount of child care spaces through a lobbying effort 
with the municipal government; 

• Enhancing staff skills in prenatal care delivery while increasing client 
access to services; and 

• Developing a network of business relationships that will result in 
employment development opportunities, including increased business 
representation on the local advisory board. 

Services Integration Benefits Both CCDP and Non-CCDP Families 

The Project G advisory board provided an exaxr pie of CCDP facilitating 
public and private ventures that benefit both CCDP and non-CCDP low- 
income families. The following statement also illustrates the creative use of 
different types of interagency agreements and the mutual benefits of 
interagency agreements for CCDP projects and cooperating agencies: 

A third view of success comes from the progress made in the area of 
interagency collaboration. By its very nature, Project G has 
developed interagency agreements. Those formal written agreements 
number over 60. Some of these agreements are simply methods of 
utilizing existing services, but many represent new levels of services 
through this collaboration. For example, the formal relationship 
built with the Private Industry Council (PIC) has helped both 
agencies. PIC was having trouble contacting families who needed 
highly skilled employment training while Project G had the families 
who desired this service. Both are now experiencing success. We 
now hear others talk of developing interagency agreements. 
Additionally, Project G has acted to support the goals of other 
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agencies in informal ways. In fact, a representative from the State's 
welfare system has commented positively about Project G and how 
the two agencies have worked together in the area of "family 
preservation." Another example of this collaboration exists with the 
recognition of the number of Project G staff who are on the boards of 
other agencies or who are being asked to share their expertise. Staff 
are on the Literacy Council, the Children's Coordinating Council, 
training committees, and numerous other groups. 

Influences of CCDP on Families 

CCDP parents are the main beneficiaries of CCDP's philosophy and 
management efforts which are focused on affecting services integration. In 
this section the influence of CCDP on families as the main beneficiaries of 
services integration fostered by CCDP is discussed from two convergent 
perspectives— (1) that of the project directors and (2) that of the advisory 
boards. 

Influences of CCDP on Families— Project Directors 9 Perspectives 

Because of their daily contact with families, project directors observed that 
strong case management helps families obtain a wide range cf services and 
goods from the community. Project directors emphasized that CCDP 
projects encouraged interagency cooperation and, therefore, more 
comprehensive care because they did not waste time or resources by 
competing with other social service agencies. Finally, project directors 
believed that the referrals CCDP projects received from other agencies 
promoted cooperation among agencies and served the families more 
efficiently. 

The following statement made by the project director of Project G sums up 
the impact that CCDP projects have had cm service systems in many 
communities: 

A frequent response of other community agencies is, "We're glad 
you're here to help us." .This reflects the purpose and mission of 
CCDP. The CCDP projects were initiated for the purpose of helping 
families to identify needs, set goals, and access whenever possible 
existing services to meet those needs.... This approach prevents many 
of the traditional turf issues, and agencies view us as th ei r advocate 
as well as the family's advocate. As a result, Project G is helping in 
three ways: 

• It helps families access needed services; 

• It helps agencies identify eligible individuals in need of their 
services; and 
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• It supports and monitors the ongoing services to ensure compliance 
and reduce access barriers* 

As a result, everyone benefits from this comprehensive, case management 
approach. 

Community service agencies, caseworkers, and educators have learned that, 
in addition to building alliances with other service providers, they must join 
forces with project families as well. At Project U, the director wrote the 
following: 

Social service providers have learned to work more in partnership 
with their clients and value the input they give to shaping their 
future. They have learned to recognize the strengths of these young 
families and help them to further develop their strengths.. ..Educators 
have learned many of the same lessons as the social service 
providers.. ..They have learned how working in partnership with 
parents brings out the best in their students. Educators of the 
parents have learned about the strengths and determination of these 
young families and how it is possible for them to grow, develop, and 
mature given the support and understanding they need. 

Project directors reported that their projects have assisted families in the 
areas of housing, tuition payments, child care, transportation, protective 
services, clothing, food, gifts, automobile loans, and medical treatment. The 
following examples demonstrate how different projects have offered 
comprehensive case management to their families: 

• Project W has collaborated with a career resource and training center (a 
Job Training Partnership Act [JTPA] administrator) to use JTPA funds 
to assist Project W participants with tuition and child care where other 
funds cannot be located. In addition, the job search assistant works 
with the on-the-job training (OJT) staff to develop OJT contracts with 
local businesses and industries that will hire project participants. If the 
contract is written, the employer could be reimbursed up to 40 percent of 
salary paid for the employee's first 13 weeks of employment. 

• According to the project director at Project S: 

.. J CCDP] has improved transportation for families to receive health 
services through advocacy for medicaid transportation and, based on 
the Project S business council's advocacy, more families have been 
able to obtain car loans to enable them to pursue employment. 

According to project directors, family members have become involved in a 
variety of community activities. CCDP family members have taken on 
advisory roles with community programs, performed volunteer work for the 
project, or found employment in social services. For example, according to 
one project director: 
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At Project H several family members have been doing volunteer work 
in community service capacities* One family member has become 
actively involved with a black student services group on the campus 
of a local college. Another member has become involved with a group 
working on the impact of lead poisoning on children under [the age 
of] 6, As a part of this grcup, she will be attending the National 
Youth Law Conference, 

The Project X project director, reflecting on the experience at her site, noted 
the following: 

Moms are volunteering at day care centers and preschools that their 
children attend. They are involved in babysitting bartering, and one 
[mom] provides child care weekly for a [support] group, Parents are 
volunteering as in-class school aides, and one volunteered to be a 
school district census taker„„The project has provided opportunities, 
motivation, and incentives for families to give back to their 
communities by helping with clubs, church, Head Start, and school 
activities and by participating in other volunteer activities such as 
blood drives. 

Influences of CCDP on Families— Advisory Boards' Perspectives 

CCDP staff have lent their expertise to other community agencies by 
serving on their advisory boards or even providing direct technical 
assistance to them. For example, at Project H 

,..a staff member serves on the Parenting Education Task Force of 
the local community college and education system. This task force is 
developing a curriculum for parenting education, which will be 
offered in high schools throughout [the State] as part of the senior 
high occupational education program. 

Without exception, each of the CCDP advisory board statements referenced 
the positive impact CCDP has had on the lives of family members. It was 
clear after reviewing the advisory board statements that CCDP advisory 
board members had a good understanding of the nature of the "CCDP 
moder; the types of services provided or made available by CCDP projects; 
and the effects the CCDP projects have had on parents, children, and other 
annly members. 

The advisory boards also discussed the advantages that project family 
members have gained as a result of participation in CCDP, For e xam ple, 
the advisory board of Project G supported its contention that its CCDP 
project has been "a success" by reporting the following: (1) children born to 
parents in the project weighed more than children born to similar 
populations, (2) the birth of premature babies has been virtually eliminated 
among women participating in CCDP, (3) Caesarean sections have been 
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reduced dramatically, and (4) the number of CCDP parents employed has 
increased by 100 percent since the project's inception. 

Other advisory boards focused on the range of services made available to 
both CCDP and non-CCDP families. Some of these services were already 
available; however, in otter cases the CCDP project facilitated accessibility 
to services or created new services. For example, Project B's advisory board 
highlighted the following services: 

• Child care services. — Increased day care and child development services 
are now available [via two new child care centers and one new family 
day care home]. 

• One-stop shopping I Department of Human Services' (DHS*) 
centralization. — The State DHS has made a commitment to provide an 
opportunity for residents to obtain needed services in the community, 
and the CCDP project has made office space available for this purpose. 

• Education. — A number of participants have utilized education services 
made available by the project to assist them in obtaining a GED (general 
equivalency diploma), completing high school, and attending college. 
Without transportation assistance, child care, fiTmnrinl help, and other 
assistance, most project participants would not have been able to reach 
these goals. 

• Parenting skills. — Due to parenting classes sponsored by the project, 
parents in the community have been exposed to modern strategies for 
childrearing via highly qualified and respected staff, videotapes, onsite 
instructors, curricula, and so forth. Thus, strong interest in and the 
desire to become better parents has been fostered in participants. 

Data illustrating the impact of CCDP on children and adults were provided 
by Project tTs advisory committee, as follows: 

• More than 482 children have received services which include prenatal 
care, immunizations, vision/hearing screenings, referrals for diagnosis 
and treatment of handicapping conditions, and well-baby checks. 

• Forty-eight program adults have been enrolled in high school/GED 
classes, and 22 have successfully completed these classes. 

• Twenty-nine program adults have enrolled in college/vocational courses 
of study, and 11 have successfully completed their courses. 

• Fifty-four families have participated in community-sponsored activities, 
such as parents-as-teachers training, drug abuse prevention/treatment, 
English as a second language classes, immigration rights seminars, and 
family counseling. 
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Other CCDP advisory boards have commented on the progress made by 
CCDP families toward economic self-sufficiency, as measured by reductions 
in entitlements to families. For example, Project Ws advisory board noted 
the following: 

In relation to family progress, we have seen a reduction in 
entitlements to families as they move from AFDC, Medicaid, food 
stamps, and public housing* Nearly 15 families in Project W 
maintain a wage which makes them ineligible for entitlements. In 
addition, 25 family members are enrolled in an educational or 
tr ainin g prognun which, if completed and employed, would provide a 
self-sufficient wage for families. 

One of the benefits of helping families reduce the n umb er of entitlements 
needed is that an increase in available resources for other more needy 
families will result For example, the advisory board of Project W made the 
following assertion: 

In the area of health we have decreased expenditures for emergency 
health care by placing emphasis on preventative health care. Of 
particular interest, 100 percent of families have received a health 
screening by a public health nurse and all children born after their 
family entered Project W have received well-baby checks, and there 
has been a 50-percent increase in immunizations among the children 
in Project W. [Furthermore, there was a reduction in the number of 
pregnancies occurring among Project W families from 13 percent in 
1991 to 5 percent in 1992.] Finally, the developmental progress of 
the children has improved over time. In addition to reducing the 
number of children who exhibit developmental delays, it appears as if 
a significant number of children in Project W are testing above their 
age. 

Other CCDP advisory boards have noted the increased level of participation 
of CCDP family members in the community. Rural communities are in 
particular need of volunteers because of the scarce resources and long 
distances among families in rural areas. Fortunately, CCDP families in 
rural areas are helping fill this need. For example, at Project A, CCDP 
fa mili es have been involved in the development and operation of the local 
community health clinic. And like all other CCDP projects, CCDP family 
members serve on the community advisory boards or parent councils of 
these rural CCDP projects. For example, Project B's advisory board 
suggested that participation in its parent council and advisory board "serves 
as a strong mechanism for leadership training * 

In one urban project, parer.ts have played a particularly visible role in the 
operation of CCDP. According to Project C's advisory board: 

The Parent Council, made up of participants, has managed a 
successful food co-op for 6 months. In the process of arranging a 
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linkage agreement with the Tenants' Association of the [local] public 
housing projects, they have allowed residents of the projects to 
become members of the cooperative. The Project C participants have 
taken on the full responsibility of administering and implementing 
the food cooperative. 

[Furthermore], four male participants of Project C have been enrolled 
in a security/escort project. They escort our staff members to and 
from their home visits, serving as a visible reminder that Project C 
cares about its people* 

Finally, a statement from the advisory board of Project L, which is located 
in the southwestern United States, illustrates how participation in a CCDP 
project has led to some basic changes in the thinking of some low-income 
families with regard to state-of-the-art knowledge about child development. 
The board's statement is as follows: 

With the area's population mostly traditional Hispanic families, 
many of Project Us families never considered the concept of day care. 
To relinquish your child to other fop™ a family member was unheard 
of. Many families now realize the importance of the socialization of 
their children not to mention the practical aspects of being free to 
work or go to school. We consider the ability of CCDP projects to 
effect changes in parents' basic attitudes about childrearing to be one 
of the most important findings of our analysis of CCDP advisory 
board statements* 

CCDP advisory boards have played a critical role in the implementation and 
continued operation of CCDP projects, and many of the advisory boards are 
taking a proactive role in planning for the future of CCDP* 

Influences of CCDP on Grantee Agencios 

1 All CCDP projects operate under the auspices of a larger, overarching 
grantee agency* These agencies differ in size, type (e.g., hospital based, 
university based, school district, and community action), aud experience in 
managing a large Federal grant* Some tentative themes relating to the 
influence of CCDP projects on the development and operation of grantee 
agencies were discerned from both project directors' and advisory board 
statements* These themes are discussed next* 

Influences of CCDP on Grantee Agencies— Project Directors' 
Perspectives 

Collaboration between CCDP projects and other community agencies has 
increased the participating agency staffs' levels of expertise, according to 
some project directors.. Both the grantee agency and participating agency 
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staff have benefitted from training by CCDP staff and from the latter^ 
experience in working with local low-income families. For example: 

Project G frequently is asked to provide te chni cal assistance to other 
community agencies. One outcome of this project has been the cross- 
training that is offered between [the grantee and participating] 
agencies as part of the interagency agreements. This increased 
communication and understanding between agencies provides 
improved services to families and prevents families from falling 
through the cracks. 

At least one project director reported that CCDP projects encourage the 
grantee agencies to be more responsive to the community's needs. For 
example: 

In response to the community, Project G has altered some aspects of 
its program. The grantee (a large university) has found it necessary 
to change the way it does business. In order to be responsive to a 
community-based project serving children and families, the 
university has developed new strategies, including accounting 
procedures to support emergency assistance, transportation, and 
child care needs. The university has found that Project G offers an 
opportunity to become more involved in the community, offers 
students a site for expanded learning opportunities, increases the 
awareness of needs and issues in the broader comn^inity, offers the 
university an avenue to help families, and is impact^ the way 
services traditionally have been offered 

Influences of CCDP on Grantee Agencies— Advisory Boards 9 
Perspectives 

A review of advisory board statements indicated that board members 
believed that the CCDP projects they represented had a mqjor influence on 
the development of the grantee agencies. For example, the Project U 
ad risory board wrote: 

Project U also has had an important influence within the agency. 
Since the start of Project U, [the sponsoring agency] has jumped into 
a community leadership role in the local and state Family Support 
Movement. [The sponsoring agency] has opened two additional 
Family Support Centers [in nearby neighborhoods]. 

Project L, part of a grantee agency that largely works with traditional 
Hispanic families, was experienced in working with this population but 
tended not to seek out the assistance of, or attempt to help, other 
community agencies that did not have the same sensitivities toward this 
population. However, according to Prqject L's advisory board: 
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Project L has been instrumental in fostering collaboration for various 
projects, grant proposals, training sessions, and the formation of a 
number of consortiums* Most recently, a joint proposal was 
developed with the [local] school district that would enable the school 
district to work with the community in nontraditional ways. 

The impact of Project L on its sponsoring agency has been that of 
fostering [from] within. Its [the CCDP project's] existence forced the 
sponsoring agency to take a new look at who they were and what 
they want to become. This will have a lasting impact on the 
community in that [the sponsoring agency] will be serving this 
community for many years to come. 

The advisory board of Project G also believed that the CCDP project and its 
grantee agency had developed a mutually beneficial relationship that had 
and will continue to have a multilateral effect on the community and its 
low-income population. The advisory board provided the following example: 

A fourth view of success has developed from the imprint of Project G 
on its parent agency [a university hospital], and vice versa. The 
University Medical Center has embraced Project G wholeheartedly as 
reflected in its financial commitments [matching funds of nearly 
$300,000] and in its enthusiasm [sponsoring a holiday party]. On the 
other hand, the Medical Center sees Project G as a means to 
re-establish contact with the community, as a way to demonstrate its 
mission to help the needy, and as a conduit and bridge for the 
academic community and the "real* world* As America and the 
world struggles with the health cane plan of the future, surely this 
dynamic and positive relationship between a prominent medical 
center and its community should be welcomed and nurtured. 
Clearly, this has been a *win-win" situation. 



CONCLUSIONS REGARDING THE INFLUENCE OF CCDP 
ON THE COMMUNITY 

CCDP projects were implemented in communities whose services networks 
had unique histories and characteristics. In broad terms, services networks 
were characterized as being either "coordinated" or "not coordinated." Over 
a 1- to 2-year period, the nature of these services networks sometimes 
changed in significant ways, and consequently, the perceptions of agency 
personnel about CCDP also sometimes changed. Although the period 
covered was too short to provide definitive conclusions, it appears that 
CCDP projects are facilitating services integration at both the service and 
systems levels. In some communities, the idea of cooperation and 
collaboration among service agencies was new, but once the potential of 
these ideas was perceived, many agency personnel embraced the goals and 
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philosophy of CCDP. Community agency personnel were generally 
supportive of CCDP, despite some feelings of jealousy and fear that CCDP 
would rob existing agencies of scarce resources. 

The ethnographers identified four main factors associated with the 
implementation and strengthening of an integrated service network: 
(1) case management; (2) an active and committed advisory board; 
(3) formal interagency agreements; and (4) a strong, supportive grantee 
agency. 

Overall, CCDP projects had a positive impact on community service 
networks during the early stages of their operation, and recent reports by 
CCDP advisory boards and project directors suggest that CCDP continues to 
have a positive impact on families and on grantee agencies. As CCDP 
projects evolve and take more of a leadership role in the community, it is 
expected that the CCDP model increasingly will be replicated by building on 
its strengths. In the final report, an analysis will ba provided of (1) the 
barriers faced by CCDP projects and (2) CCDFs role in fostering services 
integration. 

The director at Project X summed up CCDFs overall effect on the local 
communities as follows: 

...the project has had an impact on these communities. It has 
contributed to stronger economies, healthier families, and increased 
access to and sensitivity among other service providers. It has 
promoted the acquisition of knowledge and skills, increased family 
involvement and leadership in community activities, and 
demonstrated that families can change and become productive 
contributors to their rnmTn^nitieB. 

Project directors observed that CCDP projects' interactions with, and effects 
on, the communities have been positive. They believe that CCDP projects' 
encouragement of integrative and collaborative service delivery— along with 
family, staff, and agency involvement in the communities— has facilitated 
the matching of many families' needs, problems, and goals with appropriate 
types and levels of services. The project directors' statements confirm the 
important role that CCDP projects have played in promoting changes in 
families and their communities 

Finally, the following statement, provided by the advisory board of 
Project W, sums up CCDFs impact on community service systems around 
the country: 

Since its inception, a consortia of human services, government, and 
business have collaborated to provide a comprehensive, integrated 
network of services to meet the needs of families. As a result of 
these collaborative efforts we have been able to provide Section 8 
housing certificates, quality child development centers in two public 
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housing complexes, learning skills workshops to prepare individuals 
for posts econdary education, and job skills workshops for individuals 
looking for work 

More importantly, Project W has changed the way services are being 
delivered in [the] county. Human service organizations which once 
provided emergency services to individuals are linking these services 
to participants in self-sufficiency programs such as Project W. 
Agencies in [the community] are developing partnerships to meet the 
needs of targeted populations because of the results of Project W. 
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Chapter 8. COST ANALYSIS 



The cost analysis for this interim report is based on the Comprehensive 
Child Development Program (CCDP) budgets for Fiscal Year (FY) 1992. 1 
FY 1992 was chosen as the basis for the analysis as it represents the most 
recent fully completed service year. Also, as explained in Chapter 4, by 
FY 1992 the CCDP projects had stabilized. During FY 1991 the grantees 
were still in the project's startup phase and facing the challenges common to 
new service delivery projects of the complexity and uniqueness of CCDP, By 
FY 1992 each of the grantees represented in this analysis were fully 
functional. In addition, this timeframe was chosen because it matches the 
timeframe used for both the feasibility analysis and process and impact 
evaluations. 

The following parameters were established in order to achieve the objective 
of representing the costs to the Federal Government for operating CCDP 
during a fully functional service year: 

• Purchases for equipment were annualized over the remaining 4 years of 
the grants. All expenditures for equipment, such as computers, vans, or 
copiers, were listed in the analysis at one-fourth of their purchase value. 

• Research costs were not included in the analysis- Since CCDP is a 
demonstration project, each grantee is required to participate in data 
collection and reporting activities, a requirement that would not exist in 
a nonresearch demonstration program. 

• Matching and in-kind contributions were not included in the analysis. 
These represent funding and services available through the parent 
grantees' organizations and community organizations, plus local and 
State governments. 



CALCULATION OF CCDP COSTS 

The total FY 1992 cost for each grantee wa* calculated by adding the 
Federal CCDP budget, subtracting the estimated research budget, and then 
subtracting the carry-over balance (COB) from the end of FY 1992, as shown 
below: 

Total Cost = Federal budget - estimated research budget - COB at the end 
of FY 1992 



*A unit cost system for measuring both Federal- and non -Federal-derived costs currently is being 
field-tested The data from this system will be used in the final report 
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The Federal budget includes money budgeted in FY 1992 plus any COB's 
from funding years prior to FY 1992 plus any one-time funding awarded to 
grantees, as shown below: 

Federal Budget = 1992 new Federal money + COB 89 + COB 90 + COB 91 
.+ one-time money 

The research budget includes an estimate of each staff member's time 
dedicated to research activities, multiplied by his/her salary plus other costs 
associated with research (see the research costs section for more details), as 
shown below: 

Research Budget = summation of (specified percent)*(salary) + other 
estimated research costs 

A carry-over balance for FY 1992 includes Federal funds not spent in 
FY 1992 that were carried over to the FY 1993 budget. 

Research Costs 

Estimated research costs include expanses that grantees would not incur if 
CCDP was not a research demonstration project.- The two main sources of 
research costs excluded from this analysis were (1) the cost of the project's 
ethnographer and (2) the cost associated with operating the CCDP 
Management Information System (MIS). 

The CCDP MIS, an information collection and reporting system, was 
designed by CSR, Incorporated, and Information Technology International 
in conjunction with the Adniinistration on Children, Youth and Families 
(ACYF) and the grantees as a primary means for collecting data for 
research. The CCDP MIS includes a set of data collection instruments (i.e., 
paper forms) which contain a set of data elements defined by the research 
end management needs of CCDP. The information collected on these forms 
is entered and stored in an automated system and available for quarterly 
submissions to ACYF and for the grantee's local reporting needs. Although 
the CCDP MIS is a helpful tool for grantees to use in managing their 
projects and understanding the needs of the population they are serving, the 
amount of data collected and the data quality assurance required far exceed 
the data needs expected by a typical service delivery program. 

The estimated costs associated with research that were excluded from this 
cost analysis include the following: 

• Specified percentage of time a staff" person spends on research activities 
(see Exhibit 8-1 following this page); 

• Fringe benefits associated with the specified percentage of staff salary; 
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Exhibit 8-1 

Estimated Percentage of Staff Time Associated With Research 



Staff 


Percentage 
of Time 


MiS/Research Responsibilities 


Project Director 


10% 


Review quality of data submitted to ACYF 


Data Manager 


70% 


Track forms 

Perform quality assurance 
Enter data 

Check data for accurate data entry 
Generate MIS reports 
Train staff on MIS forms 


Data Entry Clerk 


70% 


Enter data 

Identify coding errors 
Generate reports 


Family Advocates 


20% 


Document enrollment and changes of address 
Document services that they provide to CCDP families 
Document subsidies and financial assistance information 
Document pregnancies, births, and deaths 


Family Services 
Coordinator 


15% 


Oversee data collection activities 
Review forms to assure that they are coded correctly 
Compare case notes against completed MIS forms to assure 
completeness 


Early Childhood 
Education Specialist 


5% 


Record developmental screening and assessment 
information 


Early Childhood 
cuuwaiion wooruinaioi 


15% 


Collect attendance information for all center-based ECE and 

cnuo care activities 
Assure that home-tyased ECE, developmental screening, and 

assessment infoi^ation are recorded correctly 


Health Coordinator 


15% 


Collect health data 
Record health data 
Monitor and track health data 

I1IWI HIVI HIIW UOWit 1 IU Mill 1 uniu 


Education/Training 
Coordinator 


10% 


Collect, record, an J track adult education and training 
information 


Employment Specialist 


10% 


Collect and track family member employment data 


Mental Health Specialist 


10% 


Collect, record, and monitor mental health data 


Ethnographer 


100% 


Prepare throe reports each year 


Teachers 


5% 


Track attendance for center-based ECE and assist in 
assuring information in MIS is accurate 


Male Services 
Coordinator 


5% 


Document services that he/she provides to CCDP family 
members 
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• Comparison group stipends; 

• Stipends for program families; 

• Seventy percent of computer-related costs (e.g., hardware, software, 
maintenance, and consultant costs); and 

• Any other research costs, such as case studies (including local research 
activities). 

The estimated percentages of staff time associated with research are 
provided in Exhibit 8-1. The descriptions of staff and activities associated 
with research represent typical situations across the 21 grantee sites. Each 
grantee has developed its own service delivery and coordination model; 
therefore, MIS data collection and reporting activities will vary among the 
sites. 

Matching Funds 

Each local CCDP grantee is funded through a variety of sources. Federal 
funding is the most significant source; however, other funding sources play 
an important role in the operation of CCDP. Parent age: ^es, local and 
State governments, and community agencies show their support for CCDP 
by providing matching funds or in-kind contributions. Matching funds and 
in-kind contributions have not been included in this cost analysis for several 
reasons, including: the following: 

• The objective of this analysis in to show the estimated cost borne by the 
Federal Government to operate a CCDP grant. 

• The value of in-kind contributions is difficult to deter mine in an 
objective manner. 

• Often grantees do not report all of their in-kind contributions because it 
is not a program requirement to do so. 

Cost Analysis 

Exhibit 8-2 following the next page lists CCDP costs calculated for each site 
based on the FY 1992 budget obtained by following the method discussed in 
the section Calculation of CCDP Costs. 

As seen in Exhibit 8-2, the total Federal nonresearch funding for FY 1992 
was $16,929,349. The average Federal nonresearch cost per family in 
FY 1992 was $8,243, while the average cost per family member was $2,137. 
Exhibit 8-3 depicts the annual Federal nonresearch cost per site, which 
ranges from $1,408,340 to $440,717. Exhibit 8-4 presents the annual 
Federal nonresearch cost per family across sites, which ranges from $13,413 
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to $4,592. Exhibit 8-5 following this page presents the annual Federal 
nonresearch cost per family member across sites, which ranges from $4,023 
to $1,140. 



DISCUSSION OF COST ANALYSIS 

To identify the factors contributing to cost variations across sites, a 
preliminary comparison among sites was performed. The following factors 
appeared to affect cost differences the most: 

• Child care; 

• Transportation systems; and 

• Population density. 

Each of these factors is discussed below. 
Child Care 

Child care costs are equally high in both urban and rural areas. Most sites 
provide CCDP-fiinded vouchers to families to meet their child care needs 
when funds are not available through other funding streams. For some 
sites, child care facilities are either limited or do not meet the Head Start 
Performance Standards. The sites tin it have limited access to child care 
centers have developed their own centers. In these cases, child care costs 
are higher simply because the sites have increased personnel and operating 
costs. The shared element between urban and rural sites is that, as CCDP 
families move toward self-sufficiency, child care needs increase because 
parents either begin working or are involved in degree and/or job training 
programs. Child care costs will increase according to the demand for 
services. 

Transportation Systems 

Rural sites have especially hi^ti transportation costs for both familie s and 
family advocates who travel long distances to visit families at their homes. 
Since public transportation systems are lacking in rural areas, the CCDP 
projects make transportation available to CCDP families through taxi 
vouchers, leasing of vans, and the hiring of drivers to transport CCDP 
families. Thus, the operating and personnel costs increase for these sites. 

Population Density 

The cost per family in rural sites is greater than in urban sites, primarily 
because rural sites serve a smaller number of families. However, the cost 
per family member is higher in urban sites because the average number of 
members in each family is higher in rural sites than urban sites. 
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Annual Federal Nonresearch Cost Per Site 
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Annual Federal Nonresearch Cost Per Family 
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Exhibit 8-5 

Annual Federal Nonresearch Cost Per Family Member 
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Chapter 9. Impact Evaluation Conceptual Framework and 
Study Methods 

Chapter 10. Changes in Service Utilization for Families in the 
Impact Evaluation 

Chapter 1 1 . Effects on Mothers, Fathers, and Children 
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Chapter 9. IMPACT EVALUATION CONCEPTUAL MODEL AND 
STUDY METHODS 



Thii chapter sets forth the research questions, conceptual model, and study 
design of the Comprehensive Child Development Program (CCDP) impact 
evaluation. Also described are the areas of measurement selected for the 
study, data collection progress to date, and the data analysis strategy. 



RESEARCH QUESTIONS FOR THE IMPACT EVALUATION 

The CCDP national impact evaluation is a 5-year study of about 4,400 
families in 21 of the 24 original CCDP projects. 1 The evaluation is 
designed to address four mcyor issues: 

1. The effects of CCDP on children's cognitive development, 
social-emotional development, and physical health; 

2. The effects of CCDP on parents' and families' economic self-sufficiency, 
life man agement skills, and psychological and physical statuses; 

3. Whether the effects of CCDP vary with mediating variables, such as 
family or site characteristics, program model, differences in the quantity 
or quality of program services provided, or length of participation in the 
program; and 

4. The per family costs of CCDP and how the program's effects compare 
with these costs. 

This interim report focuses on the first two issues listed above. The final 
report on the impact evaluation will address all four research areas. 



CONCEPTUAL MODEL FOR THE IMPACT EVALUATION 

The following discussion summarizes the conceptual model for assessing the 
short-term effects of CCDP on children, parents, and their families, that is, 
the effects measured on children at 2 years of age and on their parents and 
families after CCDP had been operating for 2 years. Also discussed are 
hypotheses about the types of effects that are to be expected and when. 



*Two project* were dropped from the evaluation because of problems experienced by local staff in 
conducting the process of random assignment and a third project was not included due to limitations of 
resources for evaluation purposes. 
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The model has been developed in order to advance our understanding of 
CCDP and to provide a forum for discussion about the ways in which CCDP 
projects produce their effects. However, it should be remembered that the 
main analytic approach for the evaluation is a pretest-posttest impact model 
that relies on random assignment to ensure comparability of program and 
control groups — this is not a study that relies on causal modeling to 
determine program effects or relationships among sets of effects. 
Furthermore, the reader should remember that CCDP was envisioned as a 
5-year project and that the discussion presented here only represents effects 
stemming from the early part of the program* Additional data are being 
collected on children as they reach ages 3 and 4 (as well as on their 
parents), and findings from additional analyses will be included in the final 
report to Congress. 

The conceptual model for this evaluation, as seen in Exhibit 9-1 following 
this page, is based on the overall hypothesis that by providing or 
coordinating the provision of a range of health, social, and educational 
services for children and their parents, CCDP will increase the appropriate 
and timely use of these services among families participating in the 
program. Increases in the utilization of services then are hypothesized to 
lead to a series of short-term effects for families, parents, and their children. 
Finally, attainment of these short-term effects is posited to lead to positive 
longer term economic and educational changes in the lives of parents and 
their children* 

Hypothesized Changes in Services Utilization 

CCDP prqjects all adhere to a common service delivery model in that they 
strive to coordinate existing community-based services in order to reduce 
overlap wLile, at the same time, using their own resources to fill the 
existing gaps in local service delivery systems. The division of responsibility 
for direct-service provision (CCDP versus other local service providers) thus 
depends to a very great extent on the availability of social, educational, and 
health services in the local community. 

Case management is a primary ingredient in service delivery that cuts 
across all CCDP projects. CCDP service delivery begins with family-focused 
case management, and projects generally use a model in which each family 
is assigned a case manager who coordinates all activities. While the titles 
(e.g., case manager, caseworker, social worker, family worker, family 
advocate, etc.) and exact functions of the case managers vary from project to 
project, all projects conduct a family needs assessment and prepare a family 
service plan. Among other functions, case managers make frequent home 
visits, help deal with family crises, and, in some projects, provide child 
development training. It is hypothesized that CCDFs family-focused case 
management approach to service delivery will result in greater access to, 
and utilization of, a comprehensive range of child, parent, and family 
services for CCDP families as compared to control group families* 
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Impact Evaluation Conceptual Model and Study Methods 



The impact evaluation has measured rates of services utilization through 
face-to-face recall interviews with the mothers. The following areas were 
addressed with the mothers: nature and frequency of contact with case 
managers, physical health services (e.g., general health, dental, 
alcohol/substance abuse, and prenatal care), mental health services, 
parenting education services, and services designed to enhance economic 
self-sufficiency (e.g., academic classes and vocational/job training). For 
children, mothers also were asked to report on general health and dental 
services for the focus child, early childhood development services for both 
the focus child and for siblings, and services for diagnosing learning 
problems. 

Hypothesized Short-Term Effects on Parents 

Mothers living in poverty may suffer a variety of psychological consequences 
including low self-esteem, depression, lack of hope for the future, lack of any 
sense of personal empowerment, low aspirations, and social isolation. They 
may have health problems, such as untreated chronic illnesses and anemia 
stemming from poor nutrition, and are increasingly at risk for substance 
abuse. The combination of unfinished education, possible lack of parental 
role models, and absence of extensive social support networks often leaves 
them with inadequate life management skills, including difficulty in making 
decisions, inability to manage limited budgets, and limited understanding of 
what it takes to be a good parent. Facing difficulties, both practical and 
motivational, in completing their education or acquiring job skills, they may 
be unable to achieve even limited economic self-sufficiency. 

CCDP is working to alleviate there problems through provision or 
coordination of the services described earlier. Anticipated short-term 
outcomes for parents include positive changes in physical health (e.g., 
improved health status and health habits and an increase in appropriate 
behaviors with respect to subsequent pregnancies), improvements in their 
mental health (e.g., lessened depression, an improved sense of control over 
their lives, better decisionmaking abilities, and a more positive outlook on 
life), enhanced parenting skills (e.g., reductions in attitudes that have been 
linke d to abusive or neglectful behaviors, increased expectations for 
children, improved parent-child relationships, and enhanced parent-child 
interactions), improved chances for economic self-sufficiency (e.g., increased 
social connectedness; improved problems olving strategies and life skills; 
better work-related attitudes; and an increase in attainment of education 
certificates, diplomas, or degrees), and better employment and income (e.g., 
reduced government dependency and increased personal income, hourly 
wages, and months employed). 

Hypothesized Short-Term Effects on Families 

Poverty places severe strains on family relationships, including an increased 
likelihood of conflict with one's spouse, spousal abuse, and marital 
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dissolution. Frequently, if the child's father lacks job prospects, marriage is 
deferred or not entered into. The family may face constrained resources in 
terms of income, housing, food, and transportation, as well as inadequate or 
totally absent social supports. Dangerous neighborhoods often place 
additional stress on the family, and poor schools fail to offer needed support. 

It is hypothesized that the comprehensive services offered by CCDP projects 
will, over time, be able to alleviate some of these family-level problems by 
increasing the stability of the child's life as well as the stability of the 
household, by reducing family problems, and by increasing the family's 
ability to nurture the child's development. 

Hypothesized Long-Term Effects on Parents 

CCDP hopes to achieve its hypothesized short-term effects for parents so 
that, in the long term, fundamental economic and social alterations are 
made in the lives of participating parents. In particular, long-term effects 
on parents are hypothesized to include a continuation of positive short-term 
effects (e.g., improved physical and mental health) and achievement of 
economic self-sufficiency or, at least, decreased reliance on Federal aid. 

It is not clear when such long-term effects are expected to occur. They will 
be measured during the course of the proposed evaluation. However, the 
absence of effectiveness on long-term outcomes ever the course of this 
evaluation is not evidence, in and of itself, that CCDP is unable to achieve 
its long-term outcomes. Assuming that CCDP las been able to achieve its 
anticipated effects on services receipt by parentt! and on short-term effects 
for parents, it is reasonable to continue a search for long-term effects past 
the end date of this study. While some research has been conducted on the 
long-term effects of intensive interventions on children, much less research 
has been conducted or «he long-term effects of intervention programs on 
adults, and hence th *e is little guidance in planning a long-term study. In 
the absence of other input, it may well be necessaiv to follow adults for 
another 2 to 10 years to determine whether CCDFs intended long-term 
effects manifest themselves. 

Hypothesized Short-Term Effects on Children 

For infants and young children, the immediate consequences of poverty are 
increasingly severe. High levels of infent mortality and morbidity, 
prematurity, and impaired health status all have been associated with 
infants born into poverty. Young children living in poverty are less likely to 
see a pediatrician, to receive immunizations, or to receive dental care— all 
important steps to ensure future healthy growth. Adverse birth outcomes 
often result in developmental delay, behavior problems, and inadequate 
preparation for school. 
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As children enter adolescence, they enter the cycle of poverty-related 
consequences that already may have been experienced by their parents, 
such as lower school achievement and unfinished education, early sexual 
activity leading to teen pregnancy, substance abuse, delinquency, and a 
higher incidence of death from accidents or homicide* 

CCDP has been designed to change this pattern by providing a 
comprehensive range of services directly to children and their families. 
Anticipated short-term outcomes for children include improved physical 
health (e.g., better health status and reduced health problems, appropriate 
immunizations, reduced injuries and accidents, increased dental care, and 
increased use of seatbelts) and improved developmental progress (e.g., 
positive cognitive development, reduced behavior problems, and appropriate 
adaptive behavior). . 

Hypothesized Long-Term Effects on Children 

Long-term effects on children, primarily related to improved success in 
school, are hypothesized to result from achievement of CCDFs short-term 
outcomes for children, as well as from achievement of CCDFs short-term 
and long-term effects for parents* 

Many studies have shown that early childhood education programs can 
produce short-term effects on children's school readiness (Layzer et aL, 
1990). Studies also have shown that these effects may "fade out 1 * over time, 
so that differences are not observed past the early elementary grades (Lazar 
et aL, 1977), although recent research has disputed the reasons for the 
observed fadeout of effects (Barnett, 1993). Finally, some studies (Lazar et 
aL, 1977; Berreuta-Clement et aL, 1984) have found evidence of long-term 
effects in noncognitive areas* These effects manifest themselves in later 
grades and throughout the lives of children who participated in high-quality 
preschool programs. 

CCDP hopes to change this potential pattern of fadeout of cognitive effects 
and to continue the promising pattern of long-term effects in noncognitive 
areas by providing a coordinated package of comprehensive services to 
young children (from infancy to compulsory school age) and their families 
that ought to lead to appropriate short-term effects and, subsequently, to 
improved chances for long-term effects for children as measured by later 
success within the school environment. Specific measures of long-term 
success through the early elementary school years might include, among 
others, teachers' ratings of social and emotional behaviors, socialization, and 
academic achievement; grades; rates of placement in special education, 
remedial, or other academic programs; and rates of grade retention/ 
advancement. Areas that might be examined for even longer term effects 
include reductions in teen pregnancies, reductions in incarcerations, 
increases in employment rates, and increases in earnings* 
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Expected Timing of CCDP's Effects 

As was probably understood from the above discussion, the effects of CCDP 
are anticipated to occur in a specific order: Changes in services utilization 
are hypothesized to occur initially; followed by short-term effects on parents, 
their children, and families; and finally by long-term effects on program 
participants. In addition, short-term effects on families are expected to be 
mediated by effects on parents, and short-term effects on children are 
expected to result both directly, from increased services utilization, and 
indirectly, as a result of early effects on parents and families. That is, 
short-term effects on parents and on families are expected to interact with 
the provision of child-level services to lead to enhanced child-level effects. 
To tiie extent that effects on parents are not achieved, it is possible that 
child-level and family-level effects will be somewhat depressed. 

Timing of Services Utilization Effects 

Changes in services utilization should occur in the early stages of program 
implementation and should be measurable within the first year of project 
startup. Because families were randomly assigned, both the families in 
CCDP and in the control group should have similar levels of need for 
various types of services. It is hypothesized that CCDP families will 
evidence increased receipt of many different types of services and that early 
increases in services receipt should be seen as a positive, rather than a 
negative, occurrence. Most importantly, it is expected that CCDP mothers 
will be more likely than control group mothera to have received case 
management services but that the need for case management services will 
decrease over time as mothers become more self-reliant. 

For developmental/educational services a higher percentage of CCDP 
children than control group children are hypothesized to participate in early 
childhood development programs and a higher percentage of CCDP mothers 
should participate in parenting education and academic programs. These 
increased service levels for children should persist until they enter school. 
For mothers, participation in educational programs may Himimali over time, 
as degrees or certificates are attained 

What to expect in terms of receipt of physical health services is somewhat 
more complicated. It is expected that CCDP will increase the use of some 
kinds of health services, while decreasing the use of other kinds* In 
particular, CCDP children ought to be more likely than control group 
children to have regular visits to a dentist and a doctor (for preventive 
health care). These increased service levels ought to persist throughout the 
life of CCDP. CCDP children may be expected to use fewer hospital services 
than control group children because their health should be better attended 
during regular doctor's visits and because they are expected to experience 
fewer injuries. 
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CCDP mothers ought to be more likely than control group mothers to use 
mental health services and to use substance abuse services. Because they 
are randomly assigned, mothers in the two groups ought to be equivalent in 
terms of their service needs, and increased use of mental health or 
substance abuse services can be attributed to CCDP making mothers more 
aware of their problems and more willing to work toward solving them. 
However, mental health services and substance abuse services should work 
to alleviate these problems, and over time (as their mental health and 
physical health improves), CCDP mothers ought to use less of these 
services. 

Timing of Short-Term Effects 

The timing of CCDFs expected short-term outcomes for parents, families, 
and children is difficult to anticipate. A reasonable, though untested, 
expectation is that CCDP should be able to produce some of its anticipated 
short-term effects within a 1- to 2-year time period These relatively early 
outcomes might include short-term effects on parenting skills, such as 
improved mother-child relationships and interactions, increased 
expectations for the child, and a decrease in abusive and neglectful 
behaviors on the part of mothers; short-term effects on steps to enhance 
familier economic self-sufficiency, such as improved work-related attitudes, 
better life skills, and better problemsolving strategies; and perhaps 
short-term effects on the home as an environment that fosters children's 
development. All of these effects should persist throughout the life of 
CCDP. 

In the short run, it is possible that higher percentages of CCDP mothers 
than control group mothers will receive Federal benefits. This is because 
CCDP should act to ensure that participating mothers receive their entitled 
benefits, and while the long-run aim of CCDP may be to reduce Federal 
dependency, the program is expected to have the short-run effect of 
increasing participation in Federal programs. 

Changes in other more complex domains — such as the physical health of 
parents and children, children's development, and employment and 
income — require comprehensive service delivery over a longer period of time 
and would not be expected to occur until somewhat later. Although some 
impacts are expected to be evident at the completion of 2 years of CCDP 
service delivery, other effects may not be detected until many years later 
(e.g., academic success through the high school years, reductions in juvenile 
delinquency, and reductions in teen pregnancies). 

Timing of Long-Term Effects 

The measurement of CCDFs long-term effects that extend beyond the 
5-year duration of the current CCDP projects is outside of the scope of this 
impact evaluation. Assessment of improvements in school success must 
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wait until CCDP children reach elementary school (and beyond), while 
reductions in teen pregnancies, and other indicators of reduced risk, cannot 
be measured until even later. The same holds for long-term effects on 
parents — substantial improvements in household income and employability 
are unlikely to manifest themselves during the term of this evaluation. 

v 

STUDY DESIGN OF THE IMPACT EVALUATION 

The impact evaluation is designed to allow experimental comparisons over 
time of CCDP families with a randomly assigned control group with respect 
to child, parent, and family outcomes. Exhibit 9-2 following this page 
summarizes the design. The experimental nature i research design 
means that the evaluation will be able to provide strong evidence with 
respect to questions about program impacts. 

The CCDP program announcement (Federal Register, 1988) included 
language stating that applying projects would have to be willing to recruit 
more families than could be served and then to randomly assign those 
eligible families to program and control groups. The CCDP eligibility 
guidelines specify that each family must, at the time of enrollment, meet 
the following criteria: (1) have income below the Federal poverty guidelines, 
(2) include a pregnant woman or include a child under age 1 (i.e., the focus 
child), and (3) agree to participate in CCDP activities for 5 years. 

CCDP grantees were selected, in part, on the basis that they had a 
sufficiently large eligible population to support a randomized study in which 
potential program participants would be recruited and randomly assigned to 
one of three groups: (1) a program group, (2) a control group, or (3) a 
replacement group (which is not used in the evaluation but which is 
important in terms of providing a group of families that can be used by 
CCDP prqjects to replace program dropouts). Each prospective grantee was 
told that the group of recruited families had to be proportionately 
representative of the low-income population of the grantee's recruitment 
area in terms of ethnicity and age of the primary caretaker. Grantees in 
urban areas were asked to recruit 360 eligible families at the start of the 
program (120 to participate in the program, 120 for the control group, and 
120 for the replacement group), while grantees in rural areas were asked to 
recruit 180 families (60 ft aach of the three groups). 

The impact evaluation is being conducted in 21 of the original 24 CCDP 
projects. All originally assigned program and control families in the 21 
CCDP projects participating in the impact evaluation (about 2,200 in each 
group) are included in the overall evaluation sample that will be used for 
group comparisons, regardless of their actual level of participation in the 
CCDP projects. Thus, t\%>±~ likely will be some program families for whom 
few, if any, services wre provided, other families who received a moderate 
amount of services, a* id still other families who participated fully in CCDP. 
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Exhibit 9-2 
CCDP Evaluation Design 
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(For the final report, additional analyses will examine the differential 
effectiveness of length of participation in the program.) 

Because CCDP intends to provide services to the same families for several 
years, until the focus children enter school, the evaluation is measuring the 
impact of the program over time on focus children, their mothers, and their 
families. Within each family, the development of the focus child is 
repeatedly measured — at 24, 36, and 48 months of age. Measures of 
services receipt and outcomes for mothers and families are taken annually 
at the same time as child measurements. 



THE RANDOM ASSIGNMENT PROCESS 

To determine which families would be enrolled as program families and 
which as control group families, the Administration for Children, Youth and 
Families (ACYF) indicated its preference that grantees use a random 
assignment procedure. Grantees were allowed to propose alternative 
assignment procedures if they could ensure that the two groups would be 
equivalent The contractor responsible for the process evaluation and 
CCDFb management information system (MIS) — CSR, Incorporated— also 
was responsible for monitoring the recruitment and random assignment of 
families across the sites. 

All of the grantees chose to use a random assignment procedure to assign 
families. However, projects differed on the random assignment procedure 
used, on whether the project or CSR did the random assignment, and on 
whether the random assignment was to the three groups (program, control, 
and replacement) or to two groups only (program and control). 

In practice, most projects recruited and assigned families in multiple waves 
before reaching their enrollment goals. CSR proposed a random assignment 
procedure for projects to follow. Fourteen of the twenty-one projects 
participating in the impact evaluation used the CSR procedure; fev three of 
these projects, CSR did the actual assigning of families. The remaining 
seven programs uped a variety of procedures for assigning families 
randomly to groups. All of these procedures were approved in advance by 
CSR. A detailed account of recruitment procedures, the random assignment 
process, and the results of the process can be found in Appendix C of the 
second annual report from this evaluation (St Pierre, Goodson, and Layzer, 
1992). 

The impact evaluation sample includes any families who were both assigned 
to the program or control group and notified of their assignments. This 
includes families who agreed to participate in the program as well as 
families who dropped out at any point immediately after being informed of 
their assignment. In contrast to the CCDP projects who are able to 
terminate famiTw who are not actively participating, the evaluation team 
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cannot exclude program families who are no longer actively participating or 
receiving seme ..«; the evaluation team must work hard to keep all control 
families in the evaluation as well. Keeping all families as part of the 
impact evaluation sample is crucial to maintaining the strength and 
integrity of the research design. If substantial numbers e~ families are lost 
from the sample, the program and control groups may no longer be 
statistically comparable, leading to potential bias in estimated program 
effects. Families that were assigned to a group but were not enrolled, either 
because they were determined to be ineligible or because they could not be 
located for notification of assignment, were not included in the impact 
evaluation sample. - ^ 

Comparability of Program and Control Groups 

The fact that the CCDP projects followed an appropriate randomization 
process is a critical element in the implementation of the impact evaluation. 
To assure readers that the randomization did, in fact, result in equivalent 
groups, Exhibit 9-3 following this page presents p values for the significance 
™™ en< * 8 kftween program and control groups for each of 12 baseline 
characteristics in each of the 21 CCDP projects. The baseline 
characteristics are as follows: 

• Child's sex: male/female; 

• Child's age: age of focus child at recruitment (months); 

• Mother's age: age of mother at birth of focus child (years); 

• Primary language: English/other; 

• Ethnicity: American Indian, Asian, African-American, Hispanic, or 
Caucasian; * ' 

• Marital status: mother married or living with partner/mother single, 
widowed, divorced, or separated; 

• Mother's education: years of schooling completed; 

• Father home: father in the home (yes/no); 

• Subsidized housing: family lives in public or subsidized housing 
(yes/no); 

' Own transportation: family has own transportation (yes/no); 

• Household size: number of household members; and 

• Per person income: household per person income. 
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Exhibit 9-3 shows the results of a total of 12 * 21 = 252 statistical tests 
between program and control groups. Of the total tests, 23 were 
statistically significant at the p<Q.05 level (compared with 0,05 * 252 = 13 
expected by chance) and 2 were statistically significant at the p<0.004 level 
(compared to 0.004 * 252 = 1 expected by chance; use of this more stringent 
significance level which is calculated as 0.05 divided by 12 tests = 0.004 
protects against spurious significant effects due to conducting so many 
statistical tests). 

Using the liberal p<0.05 level, there were no CCDP projects with more than 
3 of 12 significant statistical tests, and no baseline characteristics with more 
than 3 of 21 significant tests. Using the more conservative p<0.004 level, 
there were only two significant tests in total. These findings provide 
evidence that the randomization procedure produced statistically equivalent 
groups, at least as measured by these baseline variables. The fact that 
there are a few statistically significant differences between groups in some 
projects for some baseline characteristics suggest that it is important to 
include those baseline characteristics as covariates in the impact analyses. 

Replacement Families 

Replacement families serve two purposes in the CCDP projects. From the 
point of view of service provision, CCDP grantees use replacement families 
to replace program families that become inactive (through dropping out, 
moving, etc.) in order to maintain their service levels. This is very 
important because one would not want the concentration of resources to 
change over time in the CCDP sites. Prom the point of view of the impact 
evaluation, replacement families serve a very limited function. Replacement 
families were included in the evaluation sample only if (1) they were from a 
project that randomly had assigned families to one of three groups — a 
program, a control, or a replacement group; (2) they were selected randomly 
from the replacement group; and (3) they were used to fill vacancies in the 
program or control group that had occurred due to the following: 

• The project had difficulty recruiting sufficient numbers of families to fill 
all the groups and was granted permission by ACYF to use their 
replacement families as "ori ginal* program or control families; 

• The project lost families before the families were notified of their 
assignment (e.fc., because the family had moved); or 

• An originally assigned family was determined to be ineligible at the time 
of enrollment because of the family's income, the death of the focus 
child, or the age of the focus child. 

The impact evaluation sample includes a total of approximately 150 
program families and 150 control group families who were initially 
designated as replacements. 
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AREAS OF MEASUREMENT 

The research questions call for obtaining the following types of information 
on individuals and families in both the program and in the control groups: 

• Baseline demographic information on each family and on each focus 
child's birth status; 

• Nature and quantity of the health, educational, and social services 
received by each focus child and mother during the period of the 
evaluation; 

• Parent outcomes (i.e., physical, psychological, and economic status of 
each mother over the period of the evaluation and the use of 
government-subsidized services); 

• Family outcomes (i.e., household stability, family resources, problems 
and relationships over the period of the evaluation); and 

• Child outcomes (i.e., the physical, cognitive, and social emotional status 
of each focus child over the period of the evaluation). 

Measurement of Baseline Information 

While the random assignment procedures discussed above were intended to 
ensure comparability of families, it is important to describe basic 
demographic characteristics of families in the evaluation across program 
groups. Most baseline data were collected on all families by CCDP project 
staff as part of the recruitment process. Thus, data from the projects' MIS 
provide most of the baseline information about families. Additional topics 
on which baseline data are being collected (through maternal recall 
interviews) include the focus child's birth status and the mother's reported 
use of drugs and alcohol during the pregnancy. Exhibit 9-4 following this 
page summarizes the baseline data collected and the sources of information. 

Measurement of Services 

The MIS provides detailed information on the services received by CCDP 
participants. These data are obtained from provider or project records 
rather than through the self-reported behavior of CCDP participants. The 
MIS covers the full range of services provided or brokered by CCDP, 
including maternal health care, child health care, adult education and 
training programs, and child care and early childhood education programs. 
Plowever, the MIS contains no information on the services received by the 
control group, as it was designed to capture services received within the 
context of the CCDP projects. Hence, in spite of the richness of this data 
set, it cannot be used to examine the differences in services received by 
program and control families. 
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Exhibit 9-4 

Measurement Plan for Baseline Information 



• 



Topic 


Source 


FAMILY DEMOGRAPHIC CHARACTERISTICS 


Child's age at recruitment 


MIS 


Race/ethnic group 


MIS 


Primary language 


MIS 


Marital status of mother 


MIS 


Father in home 


MIS 


Years of education of mother 


MIS 


Household size 


MIS 


Household annual income 


MIS 


Use of subsidized housing 


MIS 


Availability of own transportation 


MIS 


Mother's age 


MIS 


PREGNANCY/BIRTH OF FOCUS CHILD 




Weeks of pregnancy when first received prenatal care 


Parent interview 


Prematurity 


Parent interview 


Birth weight 


Parent interview 


Number problems/complications during pregnancy 


Parent interview 


Number of nights in special care 


Parent interview 


Mother's use of cigarettes, drugs, and alcohol during 
pregnancy 


Parent interview 
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Valid controls between the program and control groups can only be made 
using the same measurement protocols, and so the impact evaluation has 
collected a limited set of self-reported information on services receipt for 
both groups. These data were collected through maternal self-reports on an 
annual basis as part of an in-person maternal interview. 

Information on service receipt is collected for several major types of services, 
as seen in Exhibit 9-5 following the next page. For the focus child, the 
amount of services received is measured for child care/early childhood 
services and health services. For the mother and resident father/partner, 
the amount of services received is measured for case management, 
parenting classes, general education, job-related education, government 
assistance, substance abuse treatment, and other health services (both 
mental and physical). 

Measurement of Parent Outcomes 

CCDP is a family support program with anticipated effects for individual 
parents. The comprehensiveness of the CCDP services means that a wide 
array of effects is hypothesized. Therefore, the impact evaluation is 
assessing outcomes for parents in many areas, including the following: 

• The mother's physical health status, including substance use; 

• The mother's mental health/psychological status; 

• The mother's parenting knowledge, attitudes, and practices; and 

• The degree of economic dependency of the mother, resident 
father/partner, and the household as a whole, including education 
degrees, steps toward economic self-sufficiency, and employment and 
income. 

In many of these outcome areas, standard measures do not exist, leading to 
the development and/or adaptation of survey items from other studies. 
Where existing measures were available, the goal was to select measures 
that (1) have been used in other large studies; (2) have been used with a 
variety of ethnic groups, including low income parents and families; and 
(3) have adequate psychometric properties. Virtually none of the existing 
measures had been translated into Spanish or had been used extensively 
with Spanish-speaking populations. Therefore, the maternal interview for 
the CCDP evaluation was translated into Spanish. Exhibit 9-6 summarizes 
the measures, the data sources, and the data collection schedule for data 
collection on parent outcomes. All of the data on parent outcomes were 
collected in an in-person interview with the focus child's mother. 
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Measurement of Family Outcomes 

In addition to effects on children and parents, CCDP is expected to influence 
family-level variables. For this evaluation, family outcomes are measured 
in the following areas: household stability, stability of the child's life, 
family problems, and quality of the home environment 

Exhibit 9-7 summarizes the measures, the data sources, and the data 
collection schedule for data collection on family outcomes. All of the data on 
family outcomes were collected in an in-person maternal interview. 

Measurement of Child Outcomes 

CCDP is expected to influence three aspects of children's development: 
physical health and growth, cognitive well-being, and social-emotional 
well-being. The following six criteria were applied when selecting measures: 
(l)the measure can be administered reliably by trained interviewers 
(because c lin ica l assessment? and observations by trained developmental 
psychologists are beyond the scope of this evaluation), (2) the measure is 
appropriate to the age of the children being tested, (3) the measure has been 
used extensively, (4) the measure reflects program goals, (5) the measure 
has adequate psychometric properties, and (6) the measure has been used 
with a variety of ethnic groups and with economically disadvantaged 
children. 

In selecting measures, other evaluations of related programs for low-income 
children and families were reviewed- A priority was that the measures 
selected should, as much as possible, match measures being used or 
considered for use in other large-scale studies currently in place or being 
designed and implemented with similar populations. Recent research 
literature also was reviewed to identify less extensively used measures, and 
experts in the field were contacted. 

Because a substantial number of Spanish-speaking families are being served 
by CCDP, the evaluation was particularly concerned with the 
appropriateness of measures for children in these families. Therefore, a 
number of researchers who currently are working in the area of testing 
children from various language groups were consulted. These experts were 
asked to help evaluate currently available standardized measures, identify 
any other standardized or nonstandardized measures, and suggest items 
that might be added to existing measures to address unique cultural issues 
for Spanish-speaking groups. In addition, comments were solicited from the 
staff at one of the CCDP projects that is working with Hispanic families. 
For this evaluation, child outcomes were measured in the following areas: 

• Physical health, including immunizations', injuries, health problems, 
dental care, use of seatbelts, and overall health status; and 
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Exhibit 9-5 

Measurement Plan for Receipt of Services 



Service Area 


Service Recipients) 


Unit 


Source 


Case management/contact with social 
worker or caseworker 


Mother 


# contacts 


Parent interview 


Basic or general education classes 


Mother, resident father/partner 


# hours 


Parent interview 


Job-related training classes 


Mother, resident father/partner 


# hours 


Parent interview 


Life and parenting skills classes 


Mother, resident father/partner 


# hours 


Parent interview 


Drug, alcohol treatment program 


Mother, resident father/partner 


# visits 


Parent interview 


lYienuu ncaiui services 


Mother, resident father/partner, focus child 


# visits 


Parent interview 


ur^muco cjiuu care programs 


focus child and preschool-age siblings 


# months, 

# hours/day 


Parent interview 


Government benefits 








AFDC/public assistance received 


Mother, household 


# months 


Parent interview 


AFDC monthly benefit 


Mother 


$ /month 


Parent interview 


Unemployment received 


Mother, household 


# months' 


Parent interview 


Monthly unemployment benefit 


Mother 


$ /month 


Parent interview 


Food Stamp benefits received 


Mother, household 


# months 


Parent interview 


Monthly Food Stamp benefit 


Mother 


5/month 


Parent interview 


Government job training 


Mother, household 


Any panic. 


Parent interview 


Veterans benefits 


Mother, household 


Any panic. 


Parent interview 


Social Security benefits 


Mother, household 


Any panic. 


Parent interview 

M WWII IHIIil TlBW 


SSI benefits 


Mother, household 


Any panic. 


Parent interview 


WiU received 


Mother, household 


Any panic. 


Parent interview 


Food donations 


Mother, household 


Any panic. 


Parent interview 


Medicaid 


Mother, household 


Any panic. 


Parent interview 


Subsidized housing 


Mother, household 


Any panic. 


Parent interview 


Health care services 








Dental care 


Mother, resident father/partner, focus child, 
siblings 


# visits 


Parent interview 


Physical or occupational therapist . 


Mother, resident father/partner, focus child, 
siblings 


# visits 


Parent interview 


Doctor's visit for acute illness 


Mother, resident father/partner, focus child, 
siblings 


# visits 


Parent interview 


Doctor's visit for chronic 
condition 


Mother, resident father/partner, focus child, 
siblings 


# visits 


Parent interview 


Preventive medical care 


Mother, resident father/partner, focus child, 
siblings 


# visits 


Parent interview 
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Exhibit 9-6 
Measurement Plan for Parent Outcomes 



Topic 


Measure 


Source 


Measurement 
Schedule 


MATERNAL PHYSICAL HEALTH 


Overall health 


Survey items* 


Parent interview 


Annually 


Health habits 


. Survey items 


Parent interview 


Annually 


Pregnancy-related health 
behavior 


Survey items 


Parent interview 


Annually 


MATERNAL MENTAL HEALTH 






Depression 


CES-D 


Parent self-rating 


Annually 


Locus of control 


Pearlin and Schooler Mastery 
Scale 


Parent self-rating 


Annually 


Positive outlook 


Rand Subscales 


Parent self-rating 


Annually 


Environmental stresses 


NC AST Difficult Life 
Circumstances 


Parent self-rating 


Annually 


PARENTING 






Attitudes linked to abusive 
behavior 


Bavolek Adolescent-Adult 
Parenting Inventory 


Parent self-rating 


Annually 


Expectations for child 


Survey items 


Parent interview 


Annually 


Mother/child interaction 


Nursing Child Assessment 
Teaching Scale (NCATS) 


Mother/child 
observation 


Annually 


Parent/child relationship 


Survey items 


Parent interview 


Annually 


MATERNAL ECONOMIC SELF-SUFFICIENCY 






Problemsolving strategies 


Carver and Schrier COPE 
Subscales 


Parent interview 


Annually 


Life skills 


Survey items 


Parent interview 


Annually 


Social connectedness 


Survey items 


Parent interview 


Annually 


Work-related attitudes 


Survey items 


Parent interview 


Annually 


EMPLOYMENT AND INCOME 


Education certificates, degrees 


Survey items 


Parent interview 


Annually 


Employment/salary 


Survey items 


Parent interview 


Annually 


Income 


Survey items 


Parent interview 


Annually 


Use of government assistance 


Survey items 


Parent interview 


Annually 



* Items adapted/taken from Abt surveys and other national surveys (e.g., NELS, Rand, RTI, CHS, and NIMH). 



Exhibit 9-7 
Measurement Plan for Family Outcomes 



Topic 


Measure 


Source 


Measurement 
Schedule 


Household stability 


Survey items' 


Parent interview 


Annually 


Stability of child's life 


Survey items 


Parent interview 


Annually 


Family problems 


NCAST Difficult Life 
Circumstances 


Parent interview 


Annually 


Quality of home 
environment 


HOME Scale 


Parent interview 


Annually 



'Items adapted/taken from Abt surveys and other national surveys (e.g., NELS, Rand, RTI, CHS, and NIMH). 



Impact Evaluation Conceptual Model and Stu Jy Methods 



• Developmental effects, including cognitive and socioemotional 
development. 

Exhibit 9-8 following the next page summarizes the measures, the data 
sources, and the data collection schedule for data collection on child 
outcomes. Much of the data were collected through a child status interview, 
which was administered to each child's mother. 



DATA COLLECTION 

An onsite team consisting of an onsite researcher (OSR) and a child tester 
(CT) was hired and trained to collect data in each site. All evaluation data 
were collected by one or the other member of the team. The CT was blind 
to the assignment of families to program and control groups, although 
ongoing contact with families may have eroded this desirable condition. 
Data collection for the impact evaluation began late in November 1991 and 
currently is scheduled to continue through September 1994. All data on 
children and families were collected through tests of children an d in-person 
interviews with mothers. 

■For the most part, data collection takes place in the family's home. Each 
visit to the home for tests and interviews lasts 1V6 to 3 hours, depending on 
the language used (Spanish-language interviews and tests take considerably 
longer) and the age of the child The OSR's and CPs generally operate out 
of a home office or out of a small rental office and visit each family's home 
twice a year during the first 2 years of the focus child's life and annually 
thereafter. 

Because the children were tested on or close to their birth dates, 
assessments and interviews were conducted throughout the year, rather 
than clustered at any particular ann^-O. time point. Testing was scheduled 
within a window of 1 month (Le., 2 weeks before and after the birthday) 
when the child is younger than 36 months; at 36 months and thereafter, the 
window widens to 2 months. 

The data collection process involved a variety of disparate elements. A core 
evaluation team selected, modified, and designed data collection 
instruments and developed training materials and procedures. This team 
also recruited, hired, trained, and monitored onsite data collection staff; 
provided information on the families and the testing schedule; planned an d 
coordinated the flow of information to and from the sites; and prepared 
periodic reports on the progress of the data collection. The OSR's 
maintained the site office (either with an OSR's home or in a field office), 
contacted the mothers and scheduled interviews and tests, arranged 
transportation when necessary, conducted in-person interviews with the 
mothers, supervised the work of the CTs, maintained ongoing contact with 
the mothers and liaised with the CCDP prefects, established and 
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maintained a record system to document data collection, reviewed and 
cleaned data as well as transmitted data to be key-entered, and prepared 
regular reports on the progress of the data collection. Finally, the CTs 
administered standardized tests to the focus children, interviewed the 
mothers about their children's statuses, and reviewed and cleaned data 
before submitting the data to the OSR's. 

The OSR's and CTs were recruited in spring i991 and were trained to 
a dmini ster all of the m^jor evaluation instruments including the maternal 
interview, the child status interview, and the Bayley Scales of Infant 
Development Training also included an overview of the entire project, 
administrative procedures for organizing and maintaining site offices, as 
well as many other topics. In spring 1992 the field staff participated in a 
refresher training session, which included two new child assessment 
measures— the Kaufinan-ABC (K-ABC) and the Peabody Picture Vocabulary 
Test (PPVT). 

Training procedures were similar for the Bayley and the K-ABC. The field 
staff participated in a 2-day training session conducted by professional 
trainers and were required to conduct at least four practice administrations 
at their sites. To assess the reliability of the field staffs scoring of the tests, 
they were required to view and score two videotaped administrations of the 
tests, to compute basal and ceiling scores for each, and to submit the 
protocols for review. There, study staff computed each tester's agreement 
with the criterion scoring. To assess the uniformity and accuracy of test 
administration, the field staff were asked to provide videotapes of 
themselves administering the tests. These tapes were reviewed by an 
experienced tester. Each member of the field staff was judged as passing or 
failing on three indicators: (1) scoring the reliability tapes, (2) computing 
basal and ceiling scores for each child, and (3) administrating of the tests. 
Only a small number of staff required some retraining on correct 
administration. After the retraining, the field staff were required to make 
another videotape of their administration of the tests. For the PPVT, which 
is a much more straightforward measure, reliability was assessed at the end 
of the training session. 



ANALYTIC APPROACH TO ASSESSING PROGRAM EFFECTS 

As discussed previously, CCDP is expected to have positive effects on 
children, parents, and families in several different areas. But what is 
meant by a "positive effect"? For this study, the effect of CCDP on a group 
of participating f a mili es is defined as the difference between an observation 
taken after participation in the program and what would have been 
observed if the families had not been in the program. Since it is impossible 
to know how the participating families would have performed if they had 
not been part of the program, it is necessary to estimate what that 
performance would have been. Such an estimate is called a "no treatment 
expectation" and is best generated by measuring control group families that, 
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Exhibit 9-8 



Measurement Plan for Child Outcomes 



Topic 


Measure 


Source 


Measurement Schedule 


PHYSICAL HEALTH/GROWTH 


Overall child health 


Survev items* 


Parent interview 


12. 18 24 30 36 48 (6Q}+* months 


Injuries/accidents 


Survey items 


Parent interview 


12, 18, 24, 30, 36, 48, (60) months 


Nights in hospital for injuries 


Survey items 


Parent interview 


12, 18, 24, 30, 36, 48, (60) months 


Health problems 


Survey items 


Parent interview 


12, 18, 24, 30, 36, 48, (60) months 


Learning problems 


Survey items 


Parent interview 


12, 18, 24, 30, 36, 48, (60) months 


Treatment tot learning nrnhlemc 


Survey items 


Parent interview 


12, 18, 24, 30, 36, 48, (60) months 


Dental care 


Survey items 


Parent interview 


12, 18, 24, 30, 36, 48, (60) months 


Seatbclt use 


Survey items 


Parent interview 


12, 18, 24, 30, 36, 48, (60) months 


Immunization history 


Survey items 


Parent interview 


12, 18, 24, 30, 36, 48, (60) months 


Health services 


Survey items 


Parent interview 


12, 18, 24, 30, 36, 48, (60) months 


Dental services 


Survey items 


Parent interview 


12, 18, 24, 30, 36, 48, (60) months 


Early childhood education/infant 
stimulation ' 


Survey items 


Parent interview 


12, 18, 24, 30, 36, 48, (60) months 


Nutritional status 


Survey items 


Parent interview 


Currently being developed 


Diet-related health problems 


Survey items 


Parent interview 


Currently being developed 


COGNITIVE DEVELOPMENT 




General cognitive ability 


Bayley Scales (MDI) 
Kaufman-ABC 


Direct assessment 
Direct assessment 


12, 18, 24 months 
36, 48, (60) months 


Receptive language ability 


PPVT-R/TVIP 


Direct assessment 


36, 48, (60) months 


SOCIAL AND EMOTIONAL DEVELOPMENT 




Adaptive behavior 


Scott and Hogan 
Adaptive Behavior 
Scale 


Parent interview 


24, 36, 48 months 


Behavior problems 


Achenbach Child 
Behavior Checklist 


Parent interview 


24, 36, 48, (60) months 


Treatment of psychological 
problems 


Survey items 


Parent interview 


All testing points 



♦Items adapted/taken from Abt surveys and other national surveys (e.g., NELS, Rand, KYI CHS, and NIMH). 
"Potential for measurement at 60 months. 
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through random assignment, are statistically comparable to the program 
families. Postprogram observations made on program families then are 
compared to the no-treatment expectation to yield a measure of program 
effect. 

The Analytic Samples 

The analyses presented in this report draw upon data collected through 
interviews with mothers and tests administered to children during 1992 and 
early 1993, Both types of data collection were conducted in the same 
session, scheduled to occur as close to each focus child's birthday as possible. 
This report analyzes data collected on CCDP focus children at 2 years of age 
and on their mothers after 2 years of CCDP program operations. 

Exhibit 9-9 following the next page presents information about the sample 
sizes in the overall evaluation and in the analytic samples used for this 
report. Each site is represented by a row in the table, and a total across all 
sites also is shown. The columns titled "N Originally Assigned" show the 
* number of families in each site that were part of the original random 
assignment. The total of 2,214 program families and 2,197 control families 
comprise the entire impact evaluation sample, and data collection is 
attempted on each of these 4,411 families at each scheduled measurement 
point. 

The columns titled "Child Analytic Sample* and "Mother Analytic Sample* 
show the sample sizes for the analyses presented in this report. The 
analytic sample of 2,699 children (1,286 program children plus 1,413 control 
children) represents 61 percent of the total, while the analytic sample of 
2,818 mothers (1,289 program mothers plus 1,529 control mothers) 
represents 64 percent of the total. These samples are incomplete because 
the start of data collection was delayed for 8 months until approval of the 
set of data collection instruments was received from the Office of 
Management and Budget (OMB). This delay meant that many children 
(705 or 16 percent of the sample) could not be measured because, by the 
time data collection started, they had passed their second birthdays. 

It should be noted that a higher response rate was achieved with control 
group families (64 percent of 24-month-old children) than with program 
families (58 percent of 24-month-oid children). This difference is at least 
partly attributable to the fact that the evaluation was allowed to offer an 
incentive payment of $100 per year to control group families but not to 
families in the program group. The rationale for this decision (made by 
OMB) was that program families were receiving services and should not 
require a monetary incentive to participate. 

Exhibit 9-10 displays the disposition of the sample of children at the 
24-month measurement point. It shows that of the 4,411 children in the 
evaluation, 16.0 percent (705 children) were unable to be measured at the 
24-month measurement point because they had passed their second 
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birthdays, 13*0 percent were in families that could not be located, and 8*7 

percent were in families that refused to participate in the measurement 

activities* This leaves 62,3 percent wlr completed interviews and who are • 

included in the analytic sample for this report When calculated as a 

percentage of the children who were actually eligible to be measured (on the 

basis of their age), the response rate is 74*2 percent* 

Finally, data were collected from 87*7 percent of the families who could be m 
located. * 



It is important to understand that the 705 children who could not be 
measured because they had passed their second birthdays will be measured 
at 36 and 48 months of age. The reason they were not measured at 24 
months of age is that the start of data collection was delayed by OMB. 
Thus, completion rates are expected to be higher at 36 and 48 months than 
at 24 months (as of August 1993, measurements of 36-month-old children 
were being made with a 77-percent response rate), 

Comparability of Program and Control Groups in the Analytic 
Samples 

An understanding of how the random assignment process was implemented 
and the analyses of baseline variables presented earlier, as seen in Exhibit 
9-3, showed that the full program and control groups were comparable at 
the start of CCDP. However, the fact that only 62.3 percent of the sample 
was measured for this report (37.7 percent was not measured), and that 
there were somewhat different response rates for program and control 
groups, raises the question of whether the program and control groups in 
the analytic sample remain comparable* 

As noted above, a large percentage of the unmeasured families was missed 
because the start of data collection was delayed and the focus children 
passed their second birthdays. While this loss of data is unfortunate, it 
should not lead to any program/control group bias since birth dates should 
be randomly distributed across program and control groups. 

Exhibit 9-11 contains the results of a series of analyses (identical to those 
shown in Exhibit 9-3) comparing program and control groups in each CCDP 
prqject on each of the same 12 baseline variables used in the analyses for 
the full evaluation sample. The children and mothers entering into these 
analyses are those included in the analytic sample, rather than the full 
evaluation sample, which was the subject of Exhibit 9-3. 

The results are much the same as the results seen for the analyses of the 
full evaluation sample: There are very few statistically significant 
differences between groups in any project The conclusion to be drawn is 
that the program and control groups in the analytic sample are, on the 
whole, statistically equivalent in terms of the 12 baseline variables. Of 
course, it is always possible that the groups vary on other unme asured 
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Exhibit 9-9 



Sample Sizes in the CCDP Impact Evaluation 
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Site 


N 


Child 


Mother 


N 


Child 
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Assigned 
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Sample 


Total 
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85 
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61 


55 
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15 


98 


61 


75 


98 


72 


91 
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16 


115 


85 


90 


118 


80 


79 


233 


17 


120 


66 


94 


120 


90 


110 


240 


18 


61 


36 


41 


58 


42 


48 


119 


19 


113 


65 


63 


107 


75 


74 


220 


20 


116 


69 


72 


115 


69 


72 


231 


21 


120 


88 


77 


120 


96 


89 


240 


TOTAL 
















(n) 


2,214 


1,286 


1,289 


2,197 


1,413 


1429 


4,411 


(%) 


100% 


58% 


58% 


100% 


64% 


70% 





Exhibit 9-10 

Summary of CCDP Data Collection for 2- Year-Olds 





"Of the 2,748 completed cases, 49 were received too late to be included in the analyses 
conducted for this report, leaving a child-level analytic sample of 2,699 cases. 
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variables, but the analyses conducted here are encouraging and give us a 
reasonable amount of confidence in attributing observed differences between 
program and control groups to CCDP rather than to other factors. 

Decoupling the Mother and Child Analytic Samples 

The mother and child analytic samples were decoupled due to the wide 
variation in the dates when families were enrolled into CCDP, Some 
families were enrolled as early as January 1990, while other families were 
not enrolled until March 1991- Therefore, two families whose children were 
tested at approximately the same calendar date could have differed by as 
much as 15 months in their enrollment dates* Furthermore, at the time of 
enrollment, focus children were allowed to be as old as 12 months or as 
young as 6 months (in cases in which the mother recently found out she was 
pregnant). Thus, the mother's outcomes measured on the focus child's 
second birthday could reflect quite disparate lengths of service in CCDP. 
The present strategy allowed child outcomes to be age linked, while mothers 
with roughly the same length of service in CCDP were compared. This is 
an important distinction to keep in mind while reading thfe report* 

Effects on children are measured at a given point in time, when children 
reach age 2. Because there was variation in the ages of the children at the 
time of enrollment in the program, there also is variation in the amount of 
exposure to CCDP at each birthday. Children develop rapidly at these early 
ages; therefore, measurements were linked to birthdays rather than set 
calendar dates. On the other hand, effects on mothers are more 
appropriately measured at a set point in time, since time in the program is 
a key for producing parent outcomes. For reasons of cost-efficiency, children 
and mothers were measured at the same interview point, hut because there 
are multiple measurement points, the child and parent measures were 
decoupled. For the purposes of this analytic report, mothers were included 
in the analytic sample as long as they had participated in CCDP for 2 years 
or less. This explains why the mother analytic sample is larger than the 
child analytic sample: In addition to being measured at their children's 
second birthdays, mothers included in this analytic sample could have been 
measured when their children were anywhere from 12 to 36 months of age. 

Estimating the Overall Effect by Combining Results Across Sites 

The analyses conducted for this report and presented in subsequent 
chapters are ones which address questions about the overall effectiveness of 
CCDP, that is, questions which do not distinguish among the effects of 
individual CCDP projects. The reason for this approach is that the CCDP 
demonstration has been implemented as a test of a particular family 
support model. There has been no emphasis in the demonstration on 
building in systematic variation in how different CCDP projects are 
implemented. To the contrary, each project is required to adhere to 
performance standards and to have common sets of services. Furthermore, 
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CCDP projects were told that the primary purpose of the evaluation was to 
test the overall CCDP model and, therefore, to seek overall effects rather 
than to determine whether some projects were more effective than others, or 
to determine which project was most effective* 

Therefore, the research questions for this evaluation are ones which ask 
about the overall effects of CCDP, rather than ones which seek to compare 
the effects of different projects, and one of the analytic challenges facing the 
evaluation was how to combine data which were collected from multiple 
sites. One option, which was rejected, is to pool data from the 21 sites into 
a single large analysis, and compare the overall mean outcome values for all 
program and control group families. Because random assignment of 
f amili es to program or control groups took place at the individual site level, 
not at the level of all 21 sites combined, pooling the data into one large 
analysis is inappropriate in that it departs from the way in which families 
were assigned to groups. Furthermore, this approach would have been 
inefficient because the variance of the estimated combined impact would 
have been inflated due to the differences among site means (Fleiss, 1986). 
Therefore, the overall program impact on any given measure has been 
estimated by computing separate site-level impact estimates and then 
averaging those estimates. 

Statistical Model 

Program impacts were estimated for many outcome variables measured on 
children, mothers, and families. This was done for each of the 21 CCDP 
projects participating in the evaluation by comparing the average values of 
a given outcome variable for CCDP families with the average values for that 
outcome variable for control group families. Even though the random 
assignment of families to program or control groups ensures that the two 
groups include comparable families, statistical controls were used to 
compensate for any initial differences between the groups that occurred by 
chance in order to (1) increase the precision of the estimates and (2) adjust 
for the potential biasing effects of attrition. After calculating the effect of 
CCDP in each participating site, the individual site-level impact estimates 
were combined to yield the overall effect of CCDP for each outcome 
measure. 

Details on the Statistical Model 

For each given outcome variable, program impacts were estimated using a 
two-stage estimation strategy. In the first stage, each outcome variable was 
modeled using ordinary least squares regression based on all cases in the 
evaluation (n = 2,699 children and 2,818 mothers) with a total of 62 
parameters: an intercept, 20 baseline covariates, 20 site-level variables, and 
21 site-by-treatment interaction variables. The stored residuals from this 
analysis were squared and averaged by site to produce a mean squared 
error for each of the 21 sites. These mean squared residual terms formed 
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the basis of weights used in the second stage of the analysis. In the second 
stage, a correction was made for heteroscedasticity of variance among sites 
by weighting each observation by an inverse of the adjusted mean square 
error. The adjustment consisted of multiplying the mean square error for a 
site by (n/[n-l]), where n was the sample size for that site. This procedure 
produced more accurate estimates of the standard errors than ordinary least 
squares. 

Finally, in order to produce an overall estimate of impact on a given 
outcome variable, the 21 site-level effect estimates were averaged. The 
estimated average effect then was divided by the square root of the pooled 
variance across the 21 sites to produce a t statistic, which was used in a 
one-tailed test with 62 degrees of freedom. Statistically significant results 
are reported for p values of less than 0,10, One-tailed significance tests 
were employed, since CCDP is expected to produce differences favoring the 
program group. 

Such a liberal approach to judging program effects was adopted at this early 
stage in the evaluation where we wish to be careful not to eliminate 
promising lines of future analysis. The final report from this evaluation will 
likely adopt a more conservative approach to assessing prognun effects. 

Covariates Used In the Model 

As stated above, the multivariate regression model used in the CCDP 
impact analysis included a set of 20 covariates representing participant 
characteristics at baseline. The same covariates were used in all outcome 
analyses, regardless of which outcome variable was being assessed and 
regardless of whether the variable was measured on the child, parent, or 
family. The set of covariates includes 12 baseline variables based on data 
collected when families were recruited and enrolled into CCDP, as well as 8 
risk factors connected with the birth of the focus child. 

The 12 baseline variables included in the set of covariates are as follows: 



Age of focus child at recruitment (continuous); 
Teen mother at birth of focus child (yes/no); 
Family's primary language is English (yes/no); 
Family's ethnicity is African-American (yes/no); 
Family's ethnicity is Hispanic (yes/no); 
Mother is married or living with partner (yes/no); 
Mother's years of education (continuous); 
Father is at home (yes/no); 

Family lives in public/subsidized housing (yes/no); 
Family has own transportation (yes/no); 
Number of household members (continuous); and 
Total annual household income per person (continuous). 
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The eight risk factors included in the set of covariates are as follows: 

• Number of months that the mother was pregnant with the focus child 
when she first saw a doctor; 

• Number of weeks that the focus child was premature; 

• Number of problems during pregnancy; 

• Number of nights that the focus child spent in a hospital's special care 
unit; 

• Focus child's birth weight (grams); 

• Number of cigarettes that the mother smoked per day while pregnant 
with focus child; 

• Frequency of alcohol use by mother while pregnant with the focus child; 
and 



• Mother used drugs while pregnant with the focus child (yes/no). 

Descriptive statistics on each of the covariates are presented later in this 
report. 

There is no theoretical justification for assuming differential effects of the 
covariates across CCDP sites; therefore, the covariates were included in the 
impact model to help adjust for any differential attrition in the analysis 
sample and to increase the precision of the impact estimates, thereby 
allowing higher levels of statistical power. No attempt has been made to 
interpret the coefficients of the covariates. The aim in including them was 
simply to obtain the most accurate possible estimates of the overall effect of 
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There are alternative modeling strategies that allow for random variation of 
covariates across sites. These multilevel modeling analytic procedures (e.g., 
hierarchical linear modeling) attempt to explain this variation as a function 
of site-level factors. With only 21 sites, there is limited power to detect and 
explain any intersite differences in the impact of CCDP, To the extent that 
reliable site-level data on program characteristics become available, other 
analytic strategies will continue to be explored, such as hierarchical linear 
modeling, to address the question of why impacts vary across sites. 

Because the covariate set was used in all outcome analyses, it was 
important to have complete data on all covariates for all families. However, 
data were missing for some families for each covariate. Over 60 percent of ' 
the families in the evaluation sample had complete data on all 20 
covariates. Eleven families who were missing data for all covariates were 
eliminated from all future analyses. Missing covariate data were estimated 
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for all other families by means of a multiple regression imputation method. 
Patterns of valid and missing responses were computed for each case in the 
evaluation sample. A series of multiple regression analyses were conducted 
on families which had data for a given set of variables. The regression 
coefficients estimated from these analyses then were used to impute missing 
values for a given outcome variable by site. Exhibit 9-12 following the next 
page shows the extent of missing data for each covariate prior to conducting 
the imputation. Some covariates were present for almost all families, while 
other '•ovariates were missing for over 20 percent of the families in the 
evaluation sample. After carrying out the imputations, a complete set of 
data was available for the 20 baseline covariates on 2,818 mothers and 
2,699 children. Imputing data reduces the amount of variation in the 
covariates being estimated, somewhat reducing the effectiveness of *he 
covariates relative to a data set containing complete data for all cases. 
However, the alternative is to omit cases with missing covariate data from 
the analysis, an unacceptable choice that would reduce the size of the data 
set by 40 percent. 

Displaying Results 

In Chapters 10 and 11, the results of the impact analyses are displayed in 
bar chart form. Where possible, variables are grouped by outcome area 
(e.g., parent health outcomes) and are displayed in a single exhibit For 
each variable, either or e bar is displayed, indicating the control group mean 
(if the analysis shows no significant effect of CCDP), or two bars are 
displayed, indicating the control group mean as well as the weighted, 
covariate-adjusted CCDP mean (if the analysis shows that there is a 
significant effect). Thus, if an exhibit shows that the control group mean for 
a given variable is 15 percent and the CCDP mean is 20 percent, the 
5-percentage point difference represents the weighted, covariate-adjusted 
effect of CCDP. 



BASELINE CHARACTERISTICS OF THE IMPACT EVALUATION 
SAMPLE 

A detailed description of the baseline characteristics of fa Jies 
participating in the CCDP national impact evaluation is contained in 
Appendix D of this report. Some key characteristics of the sample are listed 
below: 

• Forty-two percent of the children in the sample are African-American, 27 
percent are Hispanic, 26 percent are white, 3 percent are American 
Indian, and 1 percent are Asian/Pacific Islander. 

• Eighty-four percent of the children in the sample use English as their 
primary language, 14 percent use Spanish, and 2 percent use some other 
primary language. 
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• Twenty-five percent of the mothers in the sample were teenagers when 
they were recruited into CCDP* 

• Fifty-two percent of the mothers in the sample had not graduated from 
high school at the time of recruitment into CCDP. 

• Fifty-eight percent of the mothers in the sample were single and living 
without a partner at the time of recruitment into CCDP. 

• . Forty-four percent of the households in the sample had a total income 

under $5,000 and 85 percent had a total income under $10,000 at the 
time of recruitment into CCDP. 

One of CCDFs objectives is to provide research evidence about ways to 
improve Head Start. Hence, it is important to determine the extent to 
which CCDP and Head Start families represent the same population. An 
analysis of selected characteristics of CCDP and Head Start families, as 
seen in Exhibit 9-13 following this page, shows that the two groups are 
quite comparable in terms of household income, racial/ethnic composition, 
and primary language. The data show that CCDP families have a slightly 
lower income and are somewhat more likely to be Hispanic or 
African-American than Head Start families* But these differences are not 
large. 



SUBGROUP ANALYSES 

In addition to overall comparisons of program versus control group families, 
additional analyses were conducted in order to determine whether CCDP 
projects are differentially effective with certain important subgroups of 
participants. Analyses were conducted on subgroups defined by the 
following variables: 

• Teen mother at birth of focus child (yes/no); 

• Mother's education level at time of entry into CCDP (high school 
graduate/not high school graduate); 

• Mother's marital status at time of entry into CCDP (married or living 
with partner/not married or living with partner); and 

• Gender of focus child (male/female). 

These variables were seen as being policy relevant, and in addition, there 
was a reasonable distribution of the sample across subgroups within each 
CCDP project. Other potential grouping variables — such as race/ethnicity, 
primary language, and household size — were excluded from the subgroup 
analyses because of poor distributions or limited policy relevance. 
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Exhibit 9-12 

Percentage of the Evaluation Sample With Missing Data on Covariates 





Percentage of Families 


With Missing Data 


African- American race/ethnicity 


13% 


Hispanic race/ethnicity 


1.3% 


Teenage mother 


13.6% 


Public/subsidized housing 


7.4% 


Family has own transportation 


7.4% 


Mother married or living with partner 


8.9% 


Primary language is English 


7.4% 


Father present in the home 


25% 


Mother's education (in years) 


14.6% 


NfnmVtf*r nf hnn vhfiM m^mhwc 




Child's age at recruitment 


5.8% 


Household income per person 


7.5% 


Number of pregnancy problems 


20.6% 


Use of alcohol during pregnancy 


21.1% 


Child's birth weight 


21.3% 


Months pregnant when mother first saw doctor 


21.2% 


Number of weeks child was premature 


20.9% 


Number of nights child was in special care unit 


213% 


Number of cigarettes smoked during pregnancy 


21.2% 


Use of drugs while pregnant 


21.3% 
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Exhibit 9-13 

Comparison of CCDP and Head Start Family Characteristics 



Family Characteristic 


CCDP 


Head Start 


Household Income 






t -tit**** t»o aaa 

Less tnan $3aXXJ 


.. 16.3% 


10.2% 


AAA C»C AAA 

$3,000 - $5,999 


io.4% 


31.6% 


$6,000 - $8,999 


24.4% 


25.4% 


$9,000 -$11,999 


13.3% 


17.0% 


$12,000 or more 


7.6% 


9.9% 


Race/Ethnicity 






American Indian 


2.7% 


3.9% 


Asian/Pacific Islander 


1.4% 


3.2% 


Hispanic 


27.3% 


21.5% 


African-American 


42.2% 


36.8% 


Caucasian 


26.4% 


34.6% 


Dominant language 






English 


83.6% 


81.1% 


Spanish 


14.2% 


15.1% 


Other 


2.2% 


3.8% 
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The analytic approach for the subgroup analyses mirrored the analysis for 
the full sample. For example, the sample was divided into teen mothers 
versus nonteen mothers and estimated impacts separately for the two 
subgroups. The two estimated impacts then were compared to determine 
whether they differed significantly. 
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Chapter 10. DIFFERENCES IN SERVICES UTILIZATION FOR 
FAMILIES IN THE IMPACT EVALUATION 



This chapter describes the differences in services utilization by 
Comprehensive Child Development Program (CCDP) families and control 
group families participating in the impact evaluation. An increase in use of 
services on the part of families in CCDP compared with families in the 
control group will provide evidence that the program has been implemented 
and that it is effective in increasing levels of services utilization over time. 
Achieving this key link in the causal chain of events presumed to stem from 
CCDP will enhance our ability to argue that subsequent short- or long-term 
effects are due to CCDP rather than to other factors. If, on the other hand, 
there is no evidence that services utilization is increased for CCDP families, 
then the prospects are dimmed for achieving either short- or long-term 
effects on parents, children, and families. 

The findings presented in this chapter are based on analyses of data 
collected from families included in the sample for the CCDP impact 
evaluation. Because about one-third of all families originally assigned to 
CCDP have dropped out or have been terminated from the program and are 
no longer receiving services from the CCDP program, the evaluation sample 
includes some families that participated for only a few days or weeks, other 
families that participated for several months and then were terminated, and 
still other families (the majority) that have participated from the start of 
the program through the time that they were interviewed and tested as part 
of this evaluation. Thus, service utilization questions were asked of some 
families who had not been receiving services from CCDP for several mon ths . 
All of these families were randomly assigned to CCDP or to the control 
group, and the strength of the evaluation design rests on preserving that 
random assignment. Excluding the terminated families from the evaluation 
analysis would destroy the evaluation design* 

The implication of the decision to include all terminated families in the 
impact evaluation is that statistics about participation in social, educational, 
and health services are likely to be lower than would be the case if all 
families were participating fully in the program. Thus, the most important 
aspects of the services utilization data presented in this chapter are the size 
and significance of the differences between program and comparison groups 
on each service variable — not the absolute percentages of program families 
that use each service. 
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SUMMARY OF DIFFERENCES IN SERVICES UTILIZATION 

The following are summaries of key findings on differences in services 
utilization for both CCDP and control group families. 

• Case management services. — CCDP relies on case management as a key 
to services provision. Hence, it makes sense that CCDP families were 
more than three times as likely as control families to have seen a social 
worker 1 and that they met with a social worker 14 times as often in 1 
year as control families. These are very large differences and ones 
which would be expected, given the level of resources that CCDP is 
expending on case management services and the importance of case 
management to the CCDP model. 

• Physical health services for mothers. — In terms of the health of CCDP 
mothers, no changes were detected on the frequency of physical checkups 
or of dental care and no change on receipt of substance abuse services. 
While there was no change on doctor's visits for acute health care, CCDP 
mothers were seen more often for care for chronic illnesses. 

• Mental health services for mothers. — Mothers in CCDP were more likely 
to use mental health services than control group mothers, as were their 
partners. This may be an indication that CCDP has increased the 
salience of mental health, has made mothers more aware of the range of 
counseling services available to them, and has facilitated their access to 
such services. 

• Parenting services. — CCDP mothers were more likely than control 
mothers to have participated in parenting classes. 

• Economic self-sufficiency services. — Large changes were found on the use 
of services designed to facilitate econocic self-sufficiency, CCDP 
mothers were more likely than control group mothers to have been 
enrolled in academic classes and vocational/job training classes and were 
more likely to be working toward a trade certificate, a GED (general 
equivalency diploma), or a bachelor's degree. There were similar though 
smaller changes for the partners of CCDP mothers. 

• Physical health services for children. — Mothers reported that a 
significantly greater percentage of CCDP children than control group 



x The difference between the percentage of CCDP families in the impact evaluation who reported using 
case management and the percentage of CCDP families in the process study who used case management 
may be explained by several factors. First, the process study sample included only currently active families, 
virtually fill of whom were receiving case management services, whereas the impact study sample included 
many families who had left the program. Second, process study data were contemporaneous records made 
by program staff, whereas impact study data were parent reports, based on recall over a 1-year period. 
Parents may have failed to recall some meetings with their case managers or may not have defined some 
contacts aa "meetings." 
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children had been to a doctor for a checkup during the past year (87 
percent versus 84 percent). However, there was no difference in the 
percentage of children who had been seen by a doctor for an acute 
condition (66 percent), for a chronic condition (7 percent), or for any 
other problem (7 percent). Finally, according to the mothers, there were 
no program/control group differences in the proportion of children who 
visited the dentist at least once in the past year. 

• Development services for children.— CCDP has had large, positive effects 
on the receipt of services designed to affect children's development. The 
learning problems of CCDP children were more likely to be diagnosed 
than those of control group children (assuming that children in the two 
groups were equally likely to have such problems). CCDP children also 
were more likely than children in the control group to have been 
participating in organized early childhood programs, both those which 
were designed to provide assistance to working mothers or to mothers in 
school as well as programs which were not related to the mothers' work 
or schooling. 

The remainder of the chapter discusses in depth the changes that occurred 
in services utilization for families in the impact evaluation and outlines the 
differences between the program and control groups for each of the 
aforementioned services. 



CASE MANAGEMENT SERVICES 

Case management is a primary ingredient in all CCDP projects. According 
to Hubbell et al. (1991), CCDP service delivery relies on family-focused case 
management, and all but one CCDP project uses a model in which each 
family is assigned a case manager who coordinates all activities. While the 
titles (e.g., case manager, caseworker, social worker, family worker, or 
family advocate) and the exact functions of the case managers vary from 
project to project, all projects conduct a family needs assessment and 
prepare a family service plan. Among other functions, case managers make 
frequent home visits, help deal with family crises, and provide child 
development training. 

Data from the maternal interview, summarized in Exhibit 10-1 following 
the next page, show that CCDP mothers were more likely than control 
group mothers to have met with a social worker (58 percent versus 18 
percent). CCDP mothers met with social workers an average of more than 
once per month as opposed to control group mothers, who met with social 
workers an average of abou% once per year. When asked about several 
different types of services that could be received from social workers, CCDP 
mothers were more li^ Ay than control group mothers to say that they met 
with a social worker to set goals for themselves or their children (49 percent 
versus 9 percent); to talk about how to improve life for themselves or their 
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families (49 percent versus 11 percent); to get ideas about how to organize 
daily life (34 percent versus 5 percent); and to get advice on taking better 
care of children (39 percent versus 6 percent), on grocery shopping for better 
and more nutritious foods (19 percent versus 2 percent), on how to get 
medical care for themselves and their children (29 percent versus 5 percent), 
and on how to receive government benefits (22 percent versus 4 percent). 

All of these differences are large, which would be expected given the level of 
resources that CCDP is expending on case management services and the 
importance of case management to the CCDP model. In fact, one might 
wonder why "only" 58 percent of the CCDP mothers reported that they met 
with a social worker, when it seems that all CCDP families should have 
received this service. One reason why this could have occurred is that 
approximately one-third of the families originally assigned t j CCDP were, 
for one reason or another, terminated from the program by the time that ' 
they were contacted for data collection. A few of these families may never 
have received any program services, others may have taken part for only a 
few weeks or months, and others may have participated for up to 2 years. 
Because the parent interview asked about case management services 
received during the past year, it is possible that a substantial proportion of 
the 42 percent of mothers who did not recall any social work services during 
the past year were correct and that they simply had terminated from the 
program 1 year or more ago. Otiier reasons for the relatively low 
percentage of mothers recalling receipt of social work services could include 
faulty recall on the part of the mothers or a true lack of service delivery on 
the part of CCDP. 

PHYSICAL HEALTH SERVICES FOR MOTHERS 

CCDP projects try to ensure that family members receive needed health 
care services with the hope that these services will result in the improved 
health of the family members. The mothers' physical health also may 
improve as an indirect consequence of improved psychological well-being or 
improvement in economic status. However, it is unclear how long it takes 
to achieve such improvements, and major changes in health status are not 
expected at this point in the evaluation (mothers have participated for only 
1 or 2 years). More substantial changes may be expected at the end of the 
program, when many mothers in the evaluation sample will have had 
additional years of service. 

As part of the maternal interview, mothers were asked to report on the 
nature and frequency of health services that they received during the 
previous year. These included mental health services and physical health 
services (e.g., general health, dental, alcohol and substance abuse, and 
prenatal care). Findings are noted in Exhibit 10-2 following this page. 

The mothers were asked a series of questions about the services they 
received from doctors during the past year. Sixty-six percent of all mothers 
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Exhibit 10-1 



Summary of Effects on Mothers' Receipt 
of Case Management Services* 



Saw a social worker 



.to set goals 



. . .to improve life situation 



. .to organize daily life 



. .to better care for children 



. . .to improve grocery 

shopping skills &2% 



. .to get medical care 



.to get government benefits 
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Two bars Indicate a statistically significant affact; one bar means there is no CCDP/controi difference. 
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Exhibit 10-2 



Summary of Effects on Mothers' Receipt of Health, 
Mental Health, and Parenting Services* 



Saw doctor for a checkup 



Saw doctor for acute care 



Saw doctor for chronic care 



Saw dentist 



Participated in AA/NA 



Saw mental health professional 



Participated in parenting classes 
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*Two bars indicate a statistically significant effect; one bar means there Is no CCDP/control difference. 
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in the evaluation had visited a doctor for a checkup, with no difference 
between CCDP and control group mothers. Although there was no program 
effect with respect to the percentage of mothers that had visited the doctor 
for an acute condition (e.g., injuries or accidents), CCDP mothers were more 
likely than control group mothers (10 percent versus 8 percent) to have 
visited a doctor for treatment of a chronic condition (e.g., arthritis and 
hypertension). 

The mothers were asked whether they had visited the dentist in the past 
year. Forty-eight percent indicated that they had done so, with no 
difference between CCDP and control group mothers. 

The mothers also were asked whether they or their partners had 
participated in Alcoholics Anonymous (AA) or Narcotics Anonymous (NA) 
meetings and whether they or their partners had received any professional 
help for a drug or alcohol problem. Four percent responded that they had 
participated in AA or NA meetings, and 4 percent indicated that their 
partners had participated in such meetings, with no CCDP/control group 
difference in either case. Two percent of the mothers responded that they 
or their partners had received some professional help for substance abuse 
problems, again with no evident effect of CCDP. 



MENTAL HEALTH SERVICES FOR MOTHERS 

Maternal mental health is a msgor concern of CCDP, both because poor 
mental health may inhibit a mother's ability and willingness to pursue her 
own goals and because it often is associated with impaired parenting and 
with negative emotional and behavioral child outcomes. A number of the 
services offered by CCDP focus on supporting mothers' psychological 
well-being. 

The maternal interview asked mothers to report whether they or their 
partners had received any treatment from a professional for any emotional, 
personal, or mental problem during the past year. Exhibit 10-2 shows that, 
on average, 15 percent of CCDP mothers had received mental health 
services compared to 9 percent of control group mothers. In addition, 7 
percent of the partners of CCDP mothers had received mental health 
services compared to 6 percent of partners of control group mothers. This 
can be interpreted as an indication that CCDP may have increased tks 
salience of mental health, made the mothers more aware of the range of 
counseling services available to them, and facilitated the mothers' access to 
such services. 
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PARENTING SERVICES 

Virtually all of the CCDP projects provide services that are aimed at 
improving parents 1 knowledge about child development and appropriate 
parenting practices and at enhancing parents 1 self-confidence about their 
parental role. 

Receipt of parenting services was measured as part of the maternal 
interview by asking mothers to report on the nature and frequency of 
participation in parenting education classes. Based on their self-reports, as 
seen in Exhibit 10-2, CCDP mothers were more like ly than control group 
mothers to have participated in parenting classes (34 percent versus 11 
percent) and to have spent more time in parenting classes (1*3 hours per 
month versus 0.3 hours per month). In addition, the live-in partners of 
CCDP mothers were more likely than their control group counterparts to 
have spent time in parenting classes. These findings show that CCDP has 
been successful at engaging mothers in activities that are designed to lead 
to improved parenting behaviors. 



ECONOMIC SELF-SUFFICIENCY SERVICES 

One of the imgor goals of CCDP is for parents to make progress toward 
greater economic self-sufficiency. Many CCDP services (e.g., job training, 
literacy training, and job counseling) focus directly on helping to improve 
the parents 1 educational and economic prospects. 

The assessment of individual mothers 9 economic dependency first involved 
measuring self-reported, preliminary steps toward self-sufficiency, including 
participation in academic or vocational/job training classes. 

CCDP projects encourage participation in a range of educational classes and 
training programs, and there were large, positive changes in these areas, as 
seen in Exhibit 10-3 following this page. When compared to mothers in the 
control group, CCDP mothers were more likely to have taken academic 
classes (38 percent versus 26 percent); to have spent more time in academic 
classes (average of 9.4 hours per month versus 6.2 hours per month); and to 
be working toward a degree of some sort (32 percent versus 18 percent), 
including a trade license or certificate (7 percent versus 4 percent), a GED 
certificate (12 percent versus 8 percent), an associate's degree (7 percent 
versus 3 percent), or a bachelor's degree (6 percent versus 3 percent). CCDP 
mothers also were more likely than mothers in the control group to have 
taken vocational classes in the past year (18 percent versus 13 percent) and 
to have spent more time in vocational classes (3.5 hours per month versus 
2.5 hours per month). 

The mothers were asked similar questions about their live-in partners. The 
results indicate that CCDP has had some positive changes for the live-in 
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Exhibit 10-3 



Summary of Effects on Mothers' Receipt of Economic 
Self-Sufficiency Services* 



Took academic classes 



Working toward trade license 



Working toward GED 



Working toward associate's degree 



Working toward bachelor's degree 



Took vocational classes 
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Two bars indicate a statistically significant effect; one bar means there is no CCDP/controi difference. 



350 



#22593 



Differences In Services Utilisation For Families In The Impact Evaluation 



<ERLC 



partners, but they were considerably ,fewer and smaller than the changes for 
the mothers. As reported by participating mothers, live-in partners in 
CCDP families were more likely than their control group counterparts to 
have received a GED or high school diploma during the past year and to be 
working toward an associate's or bachelor's degree. They also were more 
likely to have participated in vocational classes. 

The findings that CCDP has increased rates of participation in academic 
classes and in vocational/training classes show that CCDP projects have 
been able to increase the utilization of services designed to enhance 
economic self-sufficiency. 



PHYSICAL HEALTH SERVICES FOR CHILDREN 

At each measurement point, information was obtained from the mothers 
that allowed construction of indices of (1) preventative health care, 
including child immunizations and dental care; (2) incidence of dental caries 
identified in the last year; and (3) frequency of child health and dental 
services received 

Data on changes in health services for children are summarized in Exhibit 
10-4 following the next page. The mothers reported that a significantly 
greater percentage of CCDP children than control group children had been 
to a doctor for a checkup during the past year (87 percent versus 84 
percent). However, there was no difference in the percentage of children 
who had been seen by a doctor for an acute condition (66 percent), a chronic 
condition (7 percent), or any other problem (7 percent). 

According to maternal reports, 12 percent of the children in the evaluation 
visited the dentist at least once during the past year; there was no 
CCDP/control group difference in this estimate, as seen in Exhibit 10-4. 
Given that the data collection occurred when children were about 24 months 
of age, it is not surprising that only a small proportion had ever been seen 
by a dentist. By the time children reach 36 or 48 months of age, it is 
expected that a much larger percentage of them will have visited a dentist 
At that point, it will be more reasonable to expect to see CCDP/control 
group differences. 



DEVELOPMENTAL SERVICES FOR CHILDREN 

All of the CCDP projects provide services designed to improve children's 
development. The nature of the services varies, depending on the age of the 
child. For infants, child development services typically are delivered 
through home visits, while center-based services are more common for older 
children. 
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The mothers were asked to report on the developmental services provided to 
their children. Questions were asked about whether the children were 
treated for diagnosed learning problems, the focus children's participation in 
early childhood development programs, and participation by siblings in 
early childhood education* Findings appear in Exhibit 10-5. 

Four percent of the CCDP mothers and 3 percent of the control group 
mothers noted that their children had diagnosed learning problems. 
Because the groups were randomly assigned, there is no reason to believe 
that CCDP children had more learning problems than control group 
children, so this finding suggests that CCDP may have been responsible for 
improving the rate of diagnosis of learning problems in participating 
children. 

The data show large differences in the area of early childhood development 
services, indicating that CCDP has been successful in obtaining child care 
for program participants, es^jecially work-related child care in formal 
settings. 

The mothers were asked a series of questions about the early childhood 
development services that they had used. First, they were asked about 
work-related child care — whether anyone else had cared for the focus child 
or whether the focus child had been in a program while the mother worked, 
looked for work, or was in school. Significantly more CCDP mothers than 
control group mothers responded that they had used some form of 
work-related child care (66 percent versus 53 percent). When asked 
additional questions about the type of work-related child care that was 
used, more CCDP mothers than control group mothers (36 percent versus 16 
percent) had used formal child care (e.g., Head Start) or informal child care 
(e.g., intermittent or unstructured day care — for example, care by relatives 
during emergencies). Finally, the CCDP mothers indicated that their 
children had spent more time during the preceding 12 months in 
work-related child care than did the children of control group mothers 
(about 3 months versus about 1 month). 

The mothers also were asked questions about their use of any other child 
care not related to work or schooling. Twenty-five percent of the CCDP 
mothers indicated that they had used nonwork-related child care, compared 
to 13 percent of the control group mothers. As was the case for 
work-related child care, the CCDP children spent more time during the 
preceding year than the control group children in nonwork-related chil d care 
(about 1.6 months versus 0.5 months). 

At this point in the evaluation, few siblings born subsequent to the focus 
children are old enough to be receiving early childhood education services. 
Hence, this topic area will not be addressed until the fina l report from this 
study. 
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Exhibit 10-4 



Summary of Effects on Children's Receipt 
of Health Services* 



Saw doctor for a checkup. 
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Two bars indicate a statistically significant offset; one bar means there is no CCDP/control difference. 
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Exhibit 10-5 



Summary of Effects on Children's Receipt 
of Developmental Services* 



Diagnosed learning problem 
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Two bars indicate a statistically significant atfsct; ona bar means there is no CCDP/control difference. 
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Chapter 1 1 . EFFECTS ON MOTHERS, FAMILIES, AND 
CHILDREN 



This chapter describes the preliminary effects of the Comprehensive Child 
Development Program (CCDP) on mothers, families, and children after 2 
years of program operation. The first part of this chapter presents a 
summary of key findings to date* The subsequent discussion reports 
statistics that describe outcomes for both the CCDP group and the control 
group. Findings for mothers are presented in the following areas: physical 
health, mental health, parenting skills, and economic self-sufficiency. 
Findings for families are presented in the following areas: child/household 
stability, social supports/family problems, and quality of the home 
environment. Finally, findings for children are presented in the areas of 
physical health, cognitive development, and social-emotional development. 



SUMMARY OF EFFECTS 

In the short run, CCDP appears to have led to many statistically significant 
improvements in the lives of mothers and their children. As reported in the 
previous chapter, large changes were observed on services received by CCDP 
participants — case management services, mental health services, parenting 
education services, and services designed to enhance mothers' economic 
self-sufficiency. Though statistically significant, the effects observed on 
outcomes for CCDP participants were generally small in magnitude. This is 
not unexpected at this early date in the life of the CCDP projects and also 
due to the fact that the evaluation sample includes some families that 
participated in CCDP anywhere from a few days to the full two years. The 
combination of large, statistically significant increases for services received 
and small, statistically significant effects on several dimensions of parent 
and child outcomes would be expected, and this is consistent with 
hypotheses suggesting that it is necessary to affect services utilization and 
short-term outcomes before it is possible to affect longer term effects. 

The following are key findings regarding the effects of CCDP on mothers, 
families, and children in the specified areas: 

• Maternal physical health. — There was no observed effect on reported 
overall health status or on health habits of mothers in CCDP. At the 
time they were interviewed, 31 percent of all the mothers in the 
evaluation sample had given birth to a child subsequent to the focus 
child. Among women in this group, 71 percent saw a doctor in the first 
trimester of pregnancy. CCDP had no effect on this already high rate. 
Mothers who participated in CCDP and who had a subsequent 
pregnancy (1) delayed the pregnancy longer, (2) reported that they drank 
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less during the pregnancy, (3) had heavier babies, and (4) had babies 
who spent fewer nights in the hospital and were less likely to require 
special care than their counterparts in the control group. 

Maternal mental health. — There was no evidence of positive effects on 
reducing depressive symptoms, building a locus of control, or enhancing 
the positive outlook of CCDP mothers. 

Maternal parenting skills. — Using a self-report scale which assessed 
beliefs about parenting, CCDP mothers were more likely than control 
group mothers to report empathetic awareness of their children's needs 
and were more likely to understand appropriate punishment strategies, 
including alternatives to corporal punishment These are indications 
that CCDP may be reducing the parental attitudes that, in past 
research, have been linked to abusive and neglectful behaviors. 

CCDP mothers reported that they spent significantly more time with 
their children than did the control group mothers. Also, resident fathers 
in CCDP families spent more time looking after and doing daily 
activities with their children than fathers in control group families. In 
addition, CCDP mothers reported that they believed that their children 
were more likely to go further in school (i.e., would attend college) and 
that they were more likely to do better (i.e., would do above average) 
while in school than did control group mothers. 

Additional evidence about CCDFs effects on mother-child interactions 
comes from direct observations of a mother-child teaching task CCDP 
mothers were observed to be more sensitive than their control group 
counterparts to cues given by their children, responded more 
appropriately to signals of distress on the part of their children, and 
acted in a manner fostering social-emotional growth in their children. 
None of these effects is large but all are statistically significant. 
Furthermore, all effects are consistent with the increased participation 
of CCDP mothers in parenting activities; CCDP appears to be helping 
mothers become better teachers of their children. 

Maternal economic self-sufficiency.— There were no effects observed 
across several areas related to economic self-sufficiency, such as 
problem-solving, life skills, and social connectedness. However, an 
important positive effect was found on engagement in literacy activities 
inside and outside the home: CCDP mothers were more likely than 
control group mothers to engage in literacy activities, including 
belonging to clubs, having hobbies, reading magazines, visiting the 
library, reading the newspaper, and having a library card. 

CCDP has had important positive effects on mothers who were not 
working at the time of their interviews* CCDP mothers were less likely 
than control group mothers to worry about the effects of working on 
their children and less likely to say that finding or affording day care 
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was a problem* CCDP mothers who were working reported greater 
satisfaction than control group mothers with several aspects of their 
jobs. 

There were no CCDP/qontrol group differences in terms of either 
personal income (for mothers) or total earned household income. 
However, CCDP families were more likely than control group families to 
have received Aid to Families with Dependent Children (AFDC) or 
general assistance during the past year and were more likely to have 
received food stamps. Furthermore, as noted earlier, CCDP mothers 
were more likely than control group mothers to be enrolled in several 
different types of educational classes and training programs — these are 
activities which, in the long run, may be expected to lead to reduced 
AFDC and food stamp participation. 

These income-related findings make sense in that CCDP is not expected 
to have a short-term impact on personal or household income. However, 
it is expected that CCDP case managers, in their role as f amily 
advocates, will ensure that families who are eligible for government 
assistance receive that assistance. In the long run, one of the goals of 
CCDP is to achieve positive impacts on employment and income, with a 
resulting decrease in reliance on government assistance. 

Child /household stability. — CCDP children were more likely than 
control group children to have their biological fathers in the household 
or to have biological fathers or other father figures in residence. 

Child health.— CCDP has had small but positive effects on the health of 
participating children. As opposed to their counterparts in the control 
group, children participating in CCDP were more likely to see a doctor 
for preventive health care, were more likely to have completed 
immunization schedules and to have had appropriate immunizations, 
were more likely to use seatbelts regularly, and were more likely to have 
experienced fewer hospitalizations for injuries and spent less time in the 
hospital when injured. These findings indicate that CCDP children have 
been using health services more consistently and appropriately than 
control group children. In addition, CCDP children have been receiving 
more preventive care and have been spending less time in the hospital 
for injuries. 

Child development — CCDP has had positive but small effects on 

# children's development. CCDP does not provide an intensive infant 

stimulation program, and one might not expect that program effects on 
cognitive development could be detected at 2 years of age. Even so, 
children in CCDP scored higher than control children on the Bayley 
Scales of Infant Development, a widely accepted measure of cognitive 
development. Though statistically significant, the effect on the Bayley is 

• small — a 2-point average difference on the scale. In addition to the 

positive effect on the Bayley, children in CCDP were reported to have 
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exhibited more prosocial behaviors (e.g., were cooperative and followed 
rules). 

The remainder of this chapter discusses in depth the measures and 
outcomes for mothers, families, and children from both the CCDP group and 
the control group in the areas outlined above. 



MATERNAL PHYSICAL HEALTH 

This section discusses the measures used and the outcomes in the area of 
maternal physical health, including effects on physical health status, health 
habits, and subsequent pregnancies. 

Measures 

Information on maternal health was collected through self-reporting rather 
than direct assessment. Outcome areas that were measured in the area of 
maternal physical health include chronic illness, health habits, pregnancy 
behavior, spacing of pregnancies, and health problems and outcomes 
resulting from subsequent pregnancies. In addition, the mothers were 
asked to provide an overall rating of their own physical health. All of these 
topics were examined as part of a self-report parent interview. Maternal 
substance use was examined through self-reports on the frequency of use 
(including use during pregnancy) of cigarettes, alcohol, and nonprescription 
drugs. The mothers also were asked about problems associated with alcohol 
or nonprescription drug use by other members of the household. 

Effects on Physical Health Status 

The mothers were asked to rate their overall health status. As seen in 
Exhibit 11-1 following this page, most of the program and control group 
mothers (83 percent) rated their health as "good," *very good,* or "excellent," 
while only 17 percent rated their health as "fair* or "poor." 

Effects on Health Habits 

The mothers were asked a series of questions about their use of alcohol and 
other drugs during the previous year. As shown in Exhibit 11-1 following 
this page, 44 percent reported that they used alcohol and 7 percent reported 
use of an illicit drug at some point during the year (7 percent used 
marijuana, and 2 percent used drugs such as heroin or cocaine). 
Furthermore, 7 percent reported that they used alcohol on a daily or weekly 
basis during the year. There was no program/control group difference on 
any of these measures. 

When asked whether use of alcohol or drugs had led to any problems with 
family, health, legal institutions, or work, 10 percent of the mothers 
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Exhibit 11-1 



Summary of Effects on Maternal Health Outcomes* 
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reported some problems attributable to alcohol use, 3 percent reported 
problems attributable to use of marijuana, and 1 percent reported problems 
due to use of hard drugs. Again, there were no differences between the 
program and control groups on these measures. 

When asked about their partners' use of alcohol or illicit drugs, 14 percent 
of the control group mothers reported that their partners had problems with 
alcohol, compared to only 12 percent of the program mothers (a significant 
program effect). Five percent (for both program and control groups) 
reported that their partners had problems with drugs. 

Effects on Subsequent Pregnancies 

One of CCDFs aims is to encourage more informed pregnancy-related 
behaviors among participating women. Research has shown that, pmnpg 
low-income women, a single pregnancy provides serious, but not 
insurmountable, obstacles to completing high school and achieving economic 
self-sufficiency. However, additional pregnancies greatly decrease the 
probability of a mother completing her education and becoming economically 
independent. 

At the time of the maternal interview, 31 percent of the mothers (for both 
program and control groups) reported a birth subsequent to the birth of the 
focus child. Seventy-one percent of all mothers reported that they first 
availed themselves of prenatal care by the third month of iheir pregnancies, 
as seen in Exhibit 11-2 following the next page. This is early during 
pregnancy, and it would be difficult for CCDP to make a difference in this 
measure. A summary of the effects on subsequent pregnancies also is 
presented in Exhibit 11-2* 

On average, there were 1.5 years between the births of the focus child and a 
subsequent birth. However, subsequent births for CCDP mothers occurred 
an average of 26 days later than births for control group mothers, indicating 
that CCDP may have resulted in delayed pregnancies. 

There were no differences between CCDP and control group mothers in 
terms of whether they smoked (26 percent in both groups) or consumed any 
alcohol (10 percent in both groups) during subsequent pregnancies. 
However, when they drank, CCDP mothers reported using less alcohol than 
did control group mothers. 

Thirty-two percent of babies born after the focus child to CCDP and control 
group mothers were born preterm by an average of 1.2 weeks. Twenty-one 
percent of CCDP mothers reported a serious problem with the pregnancy, 
compared to 16 percent of control group mothers. However, there is no 
reason to expect CCDP programs to cause an increase in pregnancy-related 
problems; therefore, this finding more likely indicates an increased 
awareness of and attention to pregnancy problems on the part of CCDP 
mothers. 
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Babies born to CCDP mothers weighed an average of 3,255 grams 
(7,2 pounds), which is significantly more than the 3,183-gram average 
(7.0 pounds) for babies born to control group mothers. However, with 
respect to the incidence of low-birthweight infants, there was no difference 
between CCDP and control group babies: Ten percent of each group 
weighed less than 2,000 grams. 

Mothers in both groups spent the same average amount of time in the 
hospital after giving birth (i.e., 2.4 days). Thus, the increased identification 
of pregnancy-related problems on the part of the CCDP group noted above 
did not translate into any additional time for the mother in the hospital. 
However, babies born to CCDP mothers spent fewer nights in the hospital 
than their control group counterparts (an average of 3.6 nights versus 5.0 
nights), and they were less likely to require special care (11 percent versus 
15 percent). This is an important and relatively large effect. Consequently, 
combined with the above results, it appears that CCDP mothers to date 
have had heavier and healthier babies. 



MATERNAL MENTAL HEALTH 

• This section discusses the measures used and the outcomes in the area of 
maternal mental health, including effects on depression, locus of 
control/mastery, and positive outlook. 

Measures 

Data on three aspects of the mothers' mental .ealth — (1) depression, 
(2) general life outlook, and (3) sense of mastery (or locus of control)— were 
collected through the maternal interview. Maternal depressive symptoms 
were measured using the Center foi Epidemiological Studies 9 Depression 
Scale (CES-D) (Radloff, 1977). The scale has been used frequently in 
psychological research, is short (a total of 20 items), has adequate 
psychometric characteristics, and can be used to distinguish mild from 
severe depressive symptoms. The scale includes statements such as, "I felt 
that everything I did was an effort* "I had crying spells* and "I enjoyed 
life* 9 * Respondents are asked to indicate how often they experienced each 
feeling during the past week. Items are rated on a 4-point scale from 
"rarely or none of the time — less than one day 19 to "most or all of the time — 5 
to 7 days. 99 

In addition to the CES-D, a subset of items from the Rand Mental Health 
Inventory that assess "general positive affect 99 also was administered to 
participating mothers. These items allow an assessment of each mother's 
general outlook and satisfaction with life. 

Finally, sense of mastery was assessed through the Pearlin and Schooler 
Mastery Scale (Pearlin and Schooler, 1978). This scale measures the extent 
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Exhibit 11-2 



Summary of Effects on Subsequent Pregnancies* 
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to which an individual regards his/her life as being under one's own control 
rather than determined by fate* The scale includes a mix of positive and 
negative items and has high internal consistency (Cronbach's alpha of 0.81). 
The scale consists of seven items such as the following: There is really no 
v/ay I can solve some of the problems I have" and "I can do anything I really 
set my mind to.* The respondent is asked to rate each item on a 4-point 
scale from "strongly agree* to "strongly disagree.* 

Effects on Depression 

Depressed persons typically have higher scores on the CES-D than persons 
who are not depressed. A score of 16 or above is an indicator of clinical 
depression (Hall et al., 1985). Mothers in both the CCDP and control 
groups had average CES-D scores of 15, indicating a high level of depression 
in both groups as a whole; 42 percent of mothers in both study groups had 
scores of 16 or above, which is defined as being clinically depressed. Hence, 
CCDP does not appear to have had any short-term effect on mothers 9 
depression levels. This is consistent with the findings of other studies (e.g., 
St. Pierre et al., 1993), which indicate that changes in reported levels of 
depressive symptomatology are very difficult to achieve and often require a 
long period of time. 

Effects on Locus of Control/Mastery 

There was no difference between the mastery scale scores of mothers in 
CCDP and in the control group, indicating that at the time of data 
collection, CCDP had not made an observable difference in the loci of control 
of participating mothers. Although low-income parents might be expected to 
score low on this measure, mothers in the combined evaluation sample 
scored an average of 20.5 on the locus of control scale, which has possible 
scores ranging from a low of 7 to a high of 28. This relatively high average 
score indicates that CCDP may have a difficult time making any 
improvements in mothers' loci of control. 

Effects on Positive Outlook 

A measure of positive life outlook was constructed from items taken from 
the Rand Mental Health Inventory. Mothers in CCDP and in the control 
group rated themselves an average of 3.1 out of a possible 10 on this scale, 
indicating that they do not have particularly positive outlooks on life. 
Clearly there is room to improve in this area, but at this early point in time, 
CCDP has had no measurable effect on mothers' life outlooks. 



MATERNAL PARENTING 

This section discusses the measures used and the outcomes in the area of 
maternal parenting, including effects on attitudes linked to abuse, 

' 363 



CCDP — A National Family Support Demonstration: Interim Report to Congress 



11*6 

ERIC 



expectations for the child) the mother-child relationship, and observed 
mother-child interaction* 

Measures 

The impact evaluation has assessed mothers' attitudes or beliefs about 
parenting and evaluated the mother-child relationship using two different 
types of measures. First, as part of the maternal interview, the mother was 
asked to describe her relationship with her child and the child's relationship 
to the father. Second, a brief, structured observational session was 
conducted by a trained observer with the mother and child engaged in a 
teaching situation. 

Beliefs about parenting were assessed with the Adult-Adolescent Parenting 
Inventory (AAPI) (Bavolek, 1989). The AAPI is an inventory designed to 
assess the parenting and childrearing attitudes of adults and adolescents. 
The instrument consists of 32 items that measure parenting patterns 
commonly thought of as abusive and neglectful. Prior analyses have 
identified four constructs in the AAPI: (1) inappropriate expectations, 
(2) lack of empathy, (3) belief in the value of corporal punishment, and 
(4) role reversal. The AAPI has been shown to have adequate reliability 
and has been used in other studies with similar populations. 

The mother-child relationship was assessed through interview items 
addressed to the mother about both her relationship and the father's 
relationship to the child. For resident fathers, questions examined the 
types and frequency of father-child activities and the mothers' assessments 
of the relationship. For nonresident fathers, additional questions were 
asked about the frequency of their contacts with their children. Finally, 
mothers were asked about their expectations for their children's educational 
achievements. 

The mother-child relationship also was assessed directly through a 
structured observation conducted as part of the child assessment Each 
mother was asked to teach her child a simple task similar to the 
performance tasks on the Bayley Scales of Infant Development. The 
observer completed a rating of the teaching interaction based on 
observation. A standardized rating system, the Nursing Child Assessment 
Teaching Scale (NCATS) (Barnard, 1989), was used by the trained observer 
to assess critical features of parent-child interaction. 

NCATS was developed in 1972 by a team of psychologists, physicians, and 
nurses. The Bcale is intended for use, after relatively straightforward 
training, by health professionals in a variety of tattings. Revised in 1976, 
the 73 binary-item scale is designed to describe (1) the repertoire of 
behaviors brought into a structured teaching interaction by both members of 
the parent-child dyad and (2) the contingency of their responses to each 
other. The scale also describes less obvious aspects, such as child 
positioning and subtle negative cues from the child. The tasks used in the 
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teaching interaction were taken primarily from motor performance items in 
the Bayley Infant Scales and, at later ages, from the Merrill-Palmer and 
Stanford-Binet Scales. The 73 items were summed to yield a child score 
(reflecting clarity of cues and responsiveness to the mother) and a mother 
score (reflecting her sensitivity, her alleviation of the child's distress, etc.). 

Effects on Attitudes Linked to Abuse 

Research has shown that certain parental attitudes often are linked to 
abusive and/or neglectful behaviors. The AAPI has four scales measuring 
such attitudes. There were positive program effects on two of the four AAPI 
scales. CCDP mothers were more likely than control group mothers to 
report empathetic awareness of their children's needs and were more likely 
to report an understanding of appropriate punishment strategies, including 
appropriate alternatives to corporal punishment (as seen in Exhibit 11-3 
following the next page). The remaining two scales examine 
(1) expectations for the child's behavior and (2) understanding of 
appropriate roles for the mother and the child. There were no effects of the 
CCDP program on these latter two scales. 

Effects on Expectations for the Child 

Expectations for the children's educational achievement were measured 
using a set of survey items* Compared to mothers in the control group, 
CCDP mothers indicated that they believed their children would go further 
in school (were more likely to attend college) and that they would do better 
while in school (were more likely to do above average). In an additional 
item, each mother was asked how likely she believed it was that her child 
would graduate from high school. On a scale ranging from 1 to 4 (with 4 
being the highest), the average rating for both the CCDP and control group 
mothers was 3.8, indicating that almost all the parents (program and 
control) reported the belief that their children would graduate from high 
school. 

Effects on the Mother-Child Relationship 

Each mother was asked a series of questions about her relationship to the 
focus child. The CCDP mothers reported that they spent significantly more 
time with their children in child-focused activities than did the control 
group mothers. However, there was no difference between the mothers in 
the two groups in terms of how close they reported feeling to their children, 

The mothers also reported on the relationship between the focus child and 
the resident father or father figure. Resident fathers in CCDP families 
were reported as spending more time looking after their children and more 
time on child-focused activities than fathers in control group families. 
There were no program/control group differences in terms of reported time 
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spent playing with the child, time spent talking with the child, or perceived 
closenc"* to the child 

Effects on Observed Mother-Child Interaction 

The data summarized in Exhibit 11-4 show that CCDP mothers had higher 
total teaching scores than control group mothers on the NCATS teaching 
scale; there was no program/control group difference for children's 
interactive behavior, and none would be expected at this early age. When 
observed in a teaching situation with their children! the CCDP mothers 
displayed greater sensitivity than their control group counterparts to cues 
given by their children (e.g., praised the child, gave instructions when the 
child was attentive, and positioned the child so that he/she could reach the 
materials), responded more appropriately to signals of distress on the part 
of the child (e.g., made positive/soothing verbalizations; rearranged the 
child's position; and did not yell at, slap, or hit the child), and acted in a 
manner that would foster social-emotional growth in the child (e.g., laughed 
or smiled, did not interrupt the child, and smiled or touched the child after 
the child smiled). There was no effect on the scale measuring whether the 
mother acted in a manner that would foster cognitive growth in the child. 

None of these effects was large, but all were statistically significant, and all 
are consistent with the increased participation of CCDP mothers in 
parenting activities. CCDP appears to be helping mothers to become better 
teachers of their children* 



ECONOMIC SELF-SUFFICIENCY 

This section discuss the measures used and the outcomes in the area of 
economic self-sufficiency, including effects on employment and income, 
problemsolving strategies, life skills, social connectedness, work-related 
attitudes, and education certificates and degrees. 

Measures 

The life management and coping skills of participating parents are another 
key focus of CCDP services. Since most assessments of stress management 
skills are conducted within the context of clinical evaluations performed by 
social workers and health professionals, few standardized scales exist for 
these particular domains of functioning. The Ways of Coping Inventory 
(Carver and Schrier, 1989) was used to assess the ways in which the 
mothers respond to stress. The inventory includes 13 different subscales to 
measure conceptually distinct aspects of coping. Mothers in both groups 
were administered the following (of the 13) subscales considered to be most 
useful to the CCDP evaluation: Active Coping, Planning, Seeking Social 
Support for Emotional Reasons, Seeking Social Support for Instrumental 
Reasons, Religion, Mental Disengagement, and Behavioral Disengagement. 
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Exhibit 11-3 



Summary of Effects on Maternal Attitudes Linked 
to Abusive and Neglectful Behaviors* 



Inappropriate expectations 



Empathetic awareness 



Appropriate punishment 



Appropriate roles 




CCDP 



Control 



Two bars indicate a statistically significant affect; one bar means there is no CCDP/control difference. 
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Exhibit 11-4 



Summary of Effects on Mother-Child 
Interaction (NCATS)* 



Parent sensitivity to child cues 



Parent response to child distress 



Parent fosters social-emotional growth 



Parent fosters cognitive growth 




CCDP 



Control 



Two bars indicate a statistically significant effect; one bar means there is 
no CCDP/control difference. 
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Psychometric analyses of the Ways of Coping Inventory indicate adequate 
reliability. 

In order to assess "social connectedness," researchers asked the mothers a 
series of questions assessing, problemsolving ability and access to resources. 
Three scales were constructed from these items: (1) a scale for instrumental 
support, which was based on seven items in which the mother was asked 
whether there was someone she could count on to help with food shopping, 
housecleaning, bills, and other household chores; (2) a scale for emotional 
support, which was based on nine items in which the mother was asked 
whether there was someone she could count on to comfort her, to take care 
of her when she was sick, to talk with her, and to help out in other s imilar 
ways; and (3) a scale for harmonious relationships, which was based on six 
items describing whether there were problems between the mother and her 
neighbors, the landlord, bill collectors, and other similar significant persons 
in her life. 

Additional scales were built to assess "life skills,* including a score for 
income based on 9 items requesting information about the mother's 
financial resources (e.g., had she been bothered by bill collectors, did she 
have enough money to buy food, and did she have a bank account); a score 
for efficiency in life operations, which was based on 13 items such as 
whether the mother has access to transportation, whether she had a 
telephone, and whether she got dressed in the morning; and a score for 
literacy activities, which was based on 6 items requesting information about 
such things as participation in clubs, whether the mother read the 
newspaper, and whether she read magazines. 

As part of assessing the mother's progress toward greater economic 
self-sufficiency, the impact evaluation also assessed attitudes toward work 
The assessment used items adapted from two standardized measures of 
work-related attitudes: the Job Description Inventory (Smith, Kendall, and 
Hulen, 1968) and the Minnesota Satisfaction Questionnaire. 

Finally, an assessment was made of changes in employment over the course 
of the evaluation, changes in sources and amount of annual income, and 
changes in the type(s) and amount of government assistance the parent had 
been receiving. 

Effects on Employment and Income 

A series of interview questions were asked in order to determine the 
employment and income statuses of respondents. In addition, respondents 
were asked to report on the employment statuses of their live-in partners 
(where applicable). Twenty-nine percent of the mothers participating in the 
evaluation reported that they had a job at the time they were interviewed, 
with no difference between the program and the control groups (Exhibit 
11-5). Seventy-one percent of respondents 1 live-in partners were reported to 
have a job, again with no program/control group difference. Also, there 
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were no differences between the CCDP mothers and the control group 
mothers (or their live-in partners) in terms of the number of hours worked 
per week, the wages earned per week, or the number of months worked 
during the previous year. 

By combining the 29 percent of mothers who had a job with the 23 percent 
who responded that they were looking for work, it can be seen that 52 
percent of the mothers in the evaluation were actively involved in the labor 
market (no difference between the program and the control groups), while 
the remaining 48 percent were not currently participating in or looking for 
work. Similarly, 88 percent of the live-in partners were actively involved 
either in working or in looking for work. 

A final series of questions was asked about personal and household income 
during the previous year and about reliance on government assistance. 
There were no CCDP/control group differences in terms of either personal 
income (for mothers) or total household income earned during the past year. 
However, the CCDP families were more likely than the control group 
families to have received AFDC, welfare, or general assistance during the 
past year (66 percent for the CCDP families versus 63 percent for the 
control families) and, in addition, were more likely to have received food 
stamps (81 percent for the CCDP families versus 78 percent for tae control 
families). Furthermore, as noted earlier, the CCDP mothers were more 
likely than the control group mothers to be enrolled in several different 
types of educational classes and training programs — these are activities 
that, in the long run, may be expected to lead to reduced APDC and food 
stamp participation. 

These income-related findings are not unexpected and are consistent with 
the expectation that while CCDP might not make short-term impacts on 
personal or household income, CCDP case managers— in their role as family 
advocates — would ensure that families who are eligible for government 
assistance received such assistance, particularly if the families are enrolled 
in school or job training. In the long run, CCDP hopes that increased 
participation in education and training programs will help achieve positive 
impacts on employment and income, with a resulting decrease in long-term 
reliance on government assistance. 

Effects on Problemsolving Strategies 

The Ways of Coping Inventory (Carver and Schrier, 1989) was used to ask 
the mothers to think about the ways in which they handle stress in order to 
measure the ability of those mothers to engage in a variety of 
problemsolving strategies. CCDP mothers exhibited significantly better 
problemsolving strategies than did the control group mothers on two of the 
seven coping subccales, as seen in Exhibit 11-6 following this page. 
Compared to the mothers in the control gro^p, the CCDP mothers were 
more likely to report that they engaged in active coping behaviors (e.g., 
thought about a strategy to solve the problem) and were more likely to be 
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Exhibit 11-5 

Summary of Effects on Mothers' Employment and income* 
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Exhibit 11-6 

Summary of Effects on Mothers' Problemsolving Strategies* 



Active coping 



Planning 



Social-emotional support 



Instrumental support 



Religious behaviors 



Mental disengagement 




Behavioral disengagement K^^B^H ™ 
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Two bars indicate a statistically significant street; one bar means there is no CCDP/control difference. 
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able to plan solutions (e.g., make a plan of action)* No CCDP/control group 
differences were noted for the following types of coping strategies: seeking 
social support for emotional reasons (e.g., to talk to someone about one's 
feelings), seeking social support for instrumental reasons (e.g., to get advice 
from friends or relatives), using religion as a coping mechanism (e.g., to put 
trust in God or pray a lor), mentally disengaging as a coping mechanism 
(e.g., to watch television or daydream), and behaviorally disengaging as a 
coping strategy (e.g., to quit trying and give up). 

Effects on Ufe Skills 

Several survey items were asked of the mothers in order to measure their 
abilities to find the resources to deal with everyday problems* CCDFs case 
managers work with participating families to ensure that they have 
mechanisms and skills in place to access the resources needed to carry on 
with life on a daily basis. 

Exhibit 11-7 following the next page shows that there were no program/ 
control group differences in reported life skills areas such as the ability to 
survive financially (e.g., have a credit card, not be bothered by bill 
collectors, have a bank account, and have enough money for food) and the 
ability to live efficiently (e.g., have transportation available, know the 
location of the bus stop, have a telephone, and eat meals regularly)* On the 
other hand, CCDP mothers were more likely than control group mothers to 
engage in literacy activities (e.g., belong to clubs, have hobbies, read a 
magazine, visit a library, read a newspaper, and have a library card). Many 
of the activities in this last subscale are steps that have been shown to be 
associated with the subsequent achievement of basic functional literacy — an 
important building block for life skills. 

Effects on Social Connectedness 

As is shown in Exhibit 11-8, no effects of CCDP were found in the three 
measured areas of social connectedness, including (1) the ability to find 
instrumental support (e.g., having someone to count on for help with chores 
such as shopping, cooking, and cleaning), (2) the ability to find emotional 
support (e.g., someone to count on for comfort or for care when sick), and 
(3) the ability to have harmonious relationships (e.g., with neighbors, the 
landlord, or one's partner). 

Effects on Work-Related Attitudes 

The 48 percent of the mothers in the evaluation sample who were 
unemployed and not actively looking for work were asked a series of 
questions to determine why they were not seeking employment (see Exhibit 
11-9). The CCDP mothers were much more likely than the control group 
mothers to report that they were not looking for work because they were in 
school (33 percent versus 19 percent). At the same time, CCDP appears to 
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have had positive impacts on attitudinal barriers to work: the CCDP 
mothers wei-e less likely than the control group mothers (52 percent versus 
62 percent) to give reasons such as "I want to be at home taking care of my 
child," "My child is too young for me to work," *I don't want to work," or "I 
am afraid to put my child in day care." There was no effect of CCDP on 
economic reasons (e.g., no jobs available near home or no jobs that pay 
enough), on bgal reasons (e.g., no working papers or identification to get a 
job), on instrumental reasons (e.g., not sure how to look for a job, not 
enough education, does not speak English, or has no way of getting to a job), 
or on life-related respionsibilities (e.g., is pregnant, is moving, has had a 
recent death in the family, or has a disability). 

As shown in Exhibit 11-10, the CCDP mothers were less likely than their 
control group counterparts (47 percent versus 53 percent) to agree with the 
statement, *It is better for babies if mothers stay at home and don't work" 
Most of the mothers (93 percent) in both groups agreed that "Working 
makes me feel better about myselF; 31 percent agreed with the st&tement, 
"The money I could make at work isn't worth the hassle"; and 38 percent 
agreed with the statement, *I don't want to go out and work at a job eveiy 
day right now." 

The mothers who had ever held a job were asked another set of questions 
that had to do with a variety of potential barriers that might make working 
difficult. Exhibit 11-11 shows that the mothers who participated in CCDP 
were less likely than the control group mothers to say that finding day care 
has been a problem (27 percent versus 38 percent) and that affording day 
care has been a problem (39 percent versus 49 percent). There were no 
differences between the two groups in the percentage of mothers who had 
problems fin din g transportation to work (17 percent), finding enough time 
for the children (27 percent), finding enough time for friends (9 percent), 
having the right clothes to wear (20 percent), finding enough time for family 
(21 percent), or dealing with a boss or supervisor (6 percent). 

Mothers who had ever worked also were asked questions about how 
satisfied they were with their job, as seen in Exhibit 11-12 following this 
page. Mothers in CCDP were more likely than the mothers in the control 
group to be satisfied with the amount of work they were doing (85 percent 
versus 77 percent), to be satisfied with their pay (63 percent versus 54 
percent), and to be satisfied with their chances of "moving up" (72 percent 
versus 63 percent). The mothers in the two groups did not differ in terms of 
satisfaction with their supervisors, with the importance of their work, with 
the people they worked with, with how interesting their work was, with 
their freedom to use their own judgment, or with the ease of changing 
things at work to fit their families' needs. 

Effects on Education Certificates and Degrees 

The mothers were asked a series of interview questions about their 
educational status and about the educational status of their live-in partner 
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Exhibit 11-7 
Summary of Effects on Mothers' Life Skills* 
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Two bars indicate a statistically significant affect; one bar means there is 
no CCDP/control difference. 
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Exhibit 11-8 



Summary of Effects on Parents' Social Connectedness* 
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Exhibit 11-9 



Summary of Effects on Nonworking Mothers' Reasons 
for Not Looking for Work* 
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Exhibit 11-10 



Summary of Effects on Mothers' Attitudes Toward Work 4 
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•Two bars indicate a statistically significant efface; one bar means there is no CCDP/control difference. 
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Exhibit 11-11 



Summary of Effects on Mothers' Reasons 
for Not Looking for Work* 
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Exhibit 11-12 
Summary of Effects on Mothers' Job Satisfaction* 
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(if any). As previously discussed, the CCDP mothers and their partners 
participated significantly more than their control group counterparts in 
educational activities* In addition, the CCDP participants reported a higher 
level of education achieved during the period of participation and more 
certificates/degrees in several areas than the control group participants* 

The CCDP mothers reported a higher level of progress in the educational 
system than the control group mothers* During the past year, the CCDP 
mothers were significantly more likely than the control group mothers to 
have acquired a trade license or certificate (3.6 percent versus 2.7 percent), 
to have received an associate's degree (0.6 percent versus 0.3 percent), and 
to have completed a bachelor's degree (0.11 percent versus 0.05. percent). 
There was no CCDP impact on completion of high school or on receipt of a 
GED (general equivalency diploma). 

All of these findings are consistent with the theory that, while CCDP has 
not had short-term effects on income and has increased participation in 
AFCD and food stamps, it also has increased enrollment in education and 
training programs and, ultimately, will lead to improved income and 
reduced government dependency. 



CHILD/HOUSEHOLD STABILITY 

This section discusses the measures used and the outcomes in the area of 
child/household stability. 

Measures 

One possible outcome of CCDP is that families' living situations may 
become more stable. This impact evaluation will assess changes in 
household membership over the duration of the program as well as changes 
in housing for the mother and focus child (including any periods of 
homelessness). 

Effects on Child/Household Stability 

A series of items about the focus child's living arrangements was used to 
assess the stability of the child's environment. One of CCDFs positive 
effects could be the facilitation of a reduction of the instability in children's 
lives, although there is no hypothesis that there would be large, immediate 
effects. Findings in this area are summarized in Exhibit 11-13 follo^ong the 
next page. 

Each mother was asked questions about the child's living arrangements — 
specifically, which parents were in the household and whether the 
household was split, with , ne siblings living elsewhere. According to the 
mothers' responses, 97 percent of the focus children in the evaluation were 
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living with their biological mothers at the time of the interview* The CCDP 
children were more likely than the control group children to have their 
biological fathers in the household (37 percent versus 35 percent) or to have 
either a biological father or other father figure in the household (42 percent 
versus 40 percent). In 8 percent of all families, a sibling was separated 
from the focus child and was living somewhere else (e.g., with grandparents, 
the father, other relatives, or friends); in 2 percent of the famili es a sibling 
was in a foster home; and in another 2 percent a sibling had died 

A composite was created from the above variables, to provide an overall 
indicator of the amount of stability in the focus child's environment. 
Participation in CCDP has made no difference in the stability/instability of 
a child's life, as measured by this overall index. 



SOCIAL SUPPORTS/FAMILY PROBLEMS 

This section discusses the measures used and the outcomes in the area of 
social supports/family problems. 

i 

Measures 

One of the possible outcomes of CCDP is an increase in the amount of social 
support reported for the mother and family. The impact evaluation used 
items that assessed the amount of social support available to the mother 
and her satisfaction with that support. 

The evaluation also assessed the level of stress reported for the families, 
including mcgor life events and chronic stresses. While major life eventto 
such as deaths of family members, have been shown to be significant 
stressors, research also has demonstrated the importance of "daily hassle:}" 
in the development of physical and mental health problems. The Difficult 
life Circumstances Scale, developed as part of the NCATS study, was used 
for this purpose. This scale is a 28-binary-item interview measure that was 
developed to assess chronic, current family stressors, rather than stress 
resulting from significant life changes. The mothers also were asked a 
series of questions about their skills and resources in the areas of 
transportation, budgeting, support services, and support routines. 

Effects on Social Supports/Family Problems 

The Difficult life Circumstances Scale (Barnard, 1988) asks a series of 
questions about family problems, such as "Is your partner in jail?"; "Do you 
have trouble with your landlord?"; "Do you or someone in your household 
have a long term illness?"; and "Do you have a problem with alcohol or 
drugs?" Because respondents did not have to answer all 28 items, the 
percentage of items that indicated a difficult life circumstance was 
computed for each mother. Thus, a mother's score could range from 0 
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Exhibit 11-13 
Summary of Effects on Child/Household Stability* 
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percent (had no difficult life circumstances) to 100 percent (all questions 
identified a difficult life circumstance), 

There were no differences between the responses of the CCDP and the 
control group mothers on the Difficult Life Circumstances Scale* On 
average, the mothers identified 18 percent of the questions on the scale as 
presenting a negative life circumstance. 



QUALITY OF THE HOME ENVIRONMENT 

This section discusses the measures used and the outcome in the area of 
quality of the home environment. 

Measures 

The HOME (Home Observation for Measurement of the Environment) 
instrument, developed by Caldwell and Bradley (1984) as a measure of the 
quality of cognitive stimulation and emotional support provided to the child 
by the famil y, was used to assess the home environment. HOME is 
intended to be completed based on observation of the home er^ironment, 
with some open-ended interview items. This instrument was designed to 
sample certain quantitative and qualitative aspects of social, emotional, and 
cognitive support available to a young child in the home. Variables such as 
mother-child and father-child interactions, the emotional climate within the 
home, the physical home environment, and discipline techniques u£3d in the 
home are included. 

For assessments conducted at an office site or elsewhere outside the home, a 
survey version of HOME was used The Home Screening Questionnaire 
(HSQ) (JFK Child Development Center, 1981) is a parent questionnaire, 
written at a third- or fourth-grade level, that consists of multiple choice, 
fiU-in-the-blank, and yes/no questions; the questionnaire takes 15 to 20 
minutes to complete. Psychometric studies show that HSQ is highly 
correlated with HOME total scores and that HSQ has adequate reliability. 

Effects on Quality of the Home Environment 

To assess the quality of the home environment, scores from HOME and 
HSQ were standardized and combined. The resulting analysis showed that 
there was no program/control group difference on the measure of the quality 
of the home environment, indicating that at this early point in the 
evaluation, CCDP has not measurably changed the home environment for 
participating children. 
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CHILD PHYSICAL HEALTH 

This section discusses the measures used and the outcomes in the area of 
child physical health, including effects on overall health status, 
immunizations, injuries/accidents, health problems, dental case, and use of 
seatbelts. 

Measures 

A limited set of information on the children's health and growth was 
assessed through a variety of strategies. The mothers were asked to provide 
information on their children's overall health status; on immunizations; on 
the frequency of accidents, injuries, and hospitalizations in the prior year; 
on health problems; on dental care; and on the use of seatbelts (as seen in 
Exhibit 11-14 following this page). 

Effects on Overall Health Status 

The mothers were asked to rate the overall health status of their children. 
Eleven percent rated their children's health as fair or poor, whereas 89 
percent rated their children's health as good or excellent. There was no 
difference between the program and control groups. While CCDP might be 
expected to lead to some improvement in children's overall reported health 
status, it is unlikely that large effects vould be observed in this area, given 
that mothers in both groups rated their children's health so high. 

Effects on Immunizations 

Exhibit 11-14 shows the results from two questions that were asked about 
immunizations. Significantly more CCDP mothers than control group 
mothers responded affirmatively when asked whether their children's 
imm u ni zations were up to date (88 percent versus 83 percent). 
Furthermore, the children in CCDP were more likely to have had an 
Haemophilus influenza b immunization (91 percent versus 87 percent). 
These are extremely high immunization rates — so high that it is unclear 
whether the mothers were providing accurate recall data in this area. 

Effects on Injuries/Accidents 

A series of questions were asked about injuries and accidents that the child 
might have experienced. While there were no program/control group 
differences in terms of the number of serious injuries and accidents that 
occurred in the past year, the CCDP children were less likely to have been 
hospitalized for any injuries or accidents (1 percent versus 2 percent), and 
when they were hospitalized, they spent less time iv the hospital. 
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Summary of Effects on Children's Health Outcomes* 
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*Two bars Ino ate a statistically significant affect; one bar means there is no CCDP/contro! difference. 
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Effects on Health Problems 

• The mothers were asked about their children's health problems. 

Twenty-four percent of the mothers (no difference between the program and 
the control groups) responded that their children had health problems of 
some sort. 

0 Effects on Dental Care 

CCDP did not appear to have any effect on dental care. Eighty-three 
percent of the mothers in the evaluation identified their child as a regular 
tooth brasher. On average, the children were said to brush daily. 

• Effects on Use of Seafbetts 

When asked how often their children wore seatbelts, the CCDP mothers 
indicated more frequent usage than the mothers of the control group 
children: 76 percent of the CCDP children used seatbelts regularly, 
4 compared to 74 percent of the control gioup children. 



CHILD COGNITIVE DEVELOPMENT 

This section discusses the measures used and the outcomes in the area of 
child cognitive development. 

Measures 

The Bayley Scales of Infant Development (Bayley, 1969) were used to assess 
the cogni tive development of the focus children from 12 through 24 months 
of age. Tiie Bayley is the most commonly used assessment instrument in 
studies of infant development. It is a full-scale assessment measure 
consisting of a Mental Development Index and a Psychomotor 
Developmental Index (only the Mental Development Index was used in this 
evaluation). Administration of the Bayley Scales requires an average of 40 
minutes for children in the 6- through 36-month age range. Items in the 
mental and motor scales cover a wide variety of tasks and behavior 
observable in the test setting and include a number of items reflecting 
adaptive social skills. For the current study, a revised version of the 
measure was used. The Bayley currently is being renormed. 

Effects on Cognitive Development 

The children participating in CCDP achieved an average score of 98 points 
on the Bayley Mental Development Index, compared to the average score of 
96 points for the control group children. The 2-point difference corresponds 
to an effect size of 0.1 standard deviation units. This is a small but real 
effect of the program over the relatively short period of study. 
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While there was no expectation that CCDP would produce positive effects on 
children's cognitive development at this early point in the overall life of the 
intervention, the fact that a small, statistically significant effect was found 
provides promising evidence of the potential for long-term changes in 
children's cognitive functioning. How is one to judge the importance of this 
effect? Other recent research provides some clues. 

First, there is ample evidence that intensive, child-focused, early childhood 
intervention can produce large effects on children's intellectual functioning. 
For example, the Infant Health and Development Program (IHDP, 1990) 
reported a 13-point (0.8 standard deviation units) effect on the 
Stanford-Binet for low-hirthweight children who had participated in both a 
home visit program from birth to 12 months of age and a full-day, 5-days- 
per-week intensive child development program from 12 months to 36 
months of age. This is a large and impressive effect on cognitive 
development resulting from an intervention that is much more intensive 
and child-focused than CCDP. 

A related line of research on Project CARE (Wasik et al., 1990) investigated 
the relative effectiveness of the type of intensive, center-based, child-focused 
intervention undertaken by JHDP, as compared to a home-based 
mtervention in which mothers were taught to provide proper child 
development activities for their children. As part of Project CARE, 
participating mothers received two to three visits per month for the first 3 
years of their children's lives and one to two visits for the next 2 years. The 
home-based intervention was not found to have any effect on the intellectual 
functioning of participating children. 

CCDP should be examined within the context of this existing research. 
Clearly, the full CCDP program is very different from either type of 
intervention discussed above. But from a child development point of view, 
CCDP probably is much closer to the Project CARE home visit model than 
the IHDP intensive center-based model. At least in the early years of a 
child's life, CCDFs approach is predominately one of using home visits 
rather than centers to provide child development services, and the results 
contained in this ieport are based on participation in CCDP from birth 
through age 2. Hence, the finding that CCDP produces a real but small 
effect on the Bayley for children who are 2 years of age is in line with what 
might be expected from existing research. The final report from this 
evaluation will present findings on children up to age 4 who have 
participated in CCDP. At that time it will be important to see whether the 
comprehensive range of CCDP services increases the size of the child-level 
effects already observed. 
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CHILD SOCIAL-EMOTIONAL DEVELOPMENT 

This section discusses the measures used and the outcomes in the area of 
child social-emotional development, including effects on adoptive behavior 
and behavior problems. 

Measures 

The assessment of children's social-emotional development covered both 
adaptive behavior and behavior problems. The mothers were used as the 
primary respondents about the children's social-emotional development. 
Because acceptable direct measures of social-emotional development for 
infants and preschool children have proved difficult to use in large-scale 
studies, several major research studies have used checklists of adaptive 
and/or disruptive behaviors. Typically parents have been asked to report on 
the frequency of the occurrence of given behaviors. Although these 
measures have not been used extensively with non-English-speaking 
populations, the measures selected for this evaluation were translated into 
Spanish. 

The adaptive behavior of the children in the evaluation sample was 
assessed with the Adaptive Behavior Inventory (Scott and Hogan, 1987). 
This scale is a 30-item parent report of children's social behavior, which 
takes approximately 10 minutes to administer. The items have been 
factor-analyzed into three scales and normed on an ethnically mixed sample 
of 36-month-old children participating in IHDP (IHDP, 19S0). The original 
version of the instrument was in English, but the instrument's developers 
agreed to provide a Spanish translation for the CCDP evaluation. 

Behavior problems were assessed with the Achenbach Child Behavior 
Checklist (Achenbach, 1984). The checklist has been used in multiple 
research studies and program evaluations. Most recently it was used as 
part of the test battery for the evaluation of the IHDP, and the measures 
showed significant program effects (IHDP, 1990). The Achenbach Child 
Behavior Checklist has two versions — one for children (ages 2 to 3 and one 
for children ages 4 to 16. The checklist for children ages 2 to 3 consists of 
99 items describing behavioral/emotional problems that parents and parent 
surrogates can report with a minimum of inference. Parents read the items 
or the items are read to parents, who respond in a yes/no format. Space is 
also provided for writing in additional problems that are not specifically 
listed. The measure is fairly quick and easy to administer. 

In addition to the battery of child-rating scales, the assessment of 
social-emotional development included survey items on whether or not the 
child had received treatment for emotional or psychological problems. 
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Effects on Adaptive Behavior 

The Scott and Hogan Adaptive Behavior Inventory contains three subscales 
describing aspects of social behavior, including expressive behavior (e.g., 
follows rules in games, waits his/her turn, and cooperates with requests), 
socially competent behavior (e.g., -understands others' feelings, is open and 
direct about wants, and says friendly things to others), and disruptive 
behavior (e.g., is bossy, disobedient, or not helpful). There were no 
program/control group differences on any of the three subscales. However, 
two of the subscales expressive behavior and socially competent behavior 
often are combined to form a total score for "prosocial behavior." Using this 
combined scale, CCDP children were rated as exhibiting significantly more 
prosocial behaviors than control group children. 

Effects on Behavior Problems 

The Achenbach Child Behavior Checklist was used to obtain maternal 
reports of behavior problems in CCDP children and in control group 
children. The checklist asls a series of questions about behavior problems. 
From the responses, six subscales are formed, including social withdrawal 
(e.g., acts too young, does not eat well, and refuses active games), depression 
(e.g., is moody, withdrawn, or disturbed by change), sleep problems (e.g., 
has nightmares, cannot sleep, or resists bed), somatic problems (e.g., has 
aches, nausea, or rashes), aggression (e.g., is defiant, screams, or hits), and 
destructiveness (e.g., is cruel to animals, holds breath, destroys own things). 
Two scores can be calculated for each scale: (1) a simple count of the 
number of problems and (2) whether the child reaches a level considered 
abnormal for the scale. 

There was no program/control group difference on any of the scales in terms 
of the percentage of children rated "abnormal.* Similarly, there were no 
effects of CCDP on any of the behavior problems measured by the 
Achenbach Child Behavior Checklist. Exhibit 11-15 following this page 
shows that small percentages of children (between 2 and 6 percent) were 
scored as having abnormal behavior on each of the six scales; therefore, it 
would be difficult for CCDP to have large effects in this area. 



DIFFERENTIAL IMPACTS FOR SUBGROUPS 

Each outcome variable reported on in this chapter was reanalyzed to 
determine whether CCDP was differentially effective with certain 
subgrcaps. Variation in effects was investigated for four grouping variables: 

(1) whether the mother was a teenager at the birth of the focus child, 

(2) whether the mother was single at the birth of the focus child, 

(3) whether the mother had completed high school, and (4) whether the 
child was a male or female. 



11-22 



ERIC 391 



Exhibit 11-15 



Summary of Effects on Child Behavior Problems 4 
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The subgroup analyses were conducted for each of the 150 separate outcome 
variables used in the main analyses. Only 8 of more than 500 separate 
analyses (150 outcome variables * 4 grouping variables) showed 
significantly different impacts between subgroups at the p<0.01 level. This 
small number of significant differences could have occurred by chance alone, 
and at this pre liminar y stage in the analysis, CCDP does not appear to be 
differentially effective with the subsets of families included in these 
analyses. No positive or negative value is attached to this finding, since 
there are no special hypotheses about CCDFs effectiveness with subgroups 
of families. 

There is a reason why differential impacts might be expected across 
subgroups: Teen mothers, single mothers, and mothers who did not 
complete high school may well be more difficult to involve in the CCDP 
program than older mothers, mothers who five with a partner, and mothers 
who have a high school education. If this is the case, then CCDP might do 
better with the easier-to-reach group or, conversely, do less well with the 
diffi cult-to-reach group. 

No evidence was found to support this hypothesis. Rather, it appears that 
CCDFs effects are about the same for teen mothers and for older mothers, 
for single mothers and for mothers living with a partner, and for mothers 
who did not graduate from high school and for mothers who are high school 
graduates. 
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Chapter 12. SUMMARY AND CONCLUSIONS 



The results presented in this report suggest that after approximately 
3 years of serving families, Comprehensive Child Development Program 
(CCDP) projects are displaying their potential for helping families take 
positive steps toward achieving their goals* Comments provided by advisory 
board members also suggest that CCDP projects may have positive diffusion 
effects on their communities and, by implication, that non-CCDP families 
living in these communities also may be benefiting from the presence of 
CCDP, In this final chapter, a brief summary of the philosophy of CCDP is 
presented in order to provide the context for understanding the *CCDP 
model" in terms of its underlying set of theories about family and individual 
development This is followed by a summary of the m^jor feasibility 
analysis, process evaluation, and impact evaluation findings organized 
according to the policy questions they address. Tentative conclusions 
regarding these findings also are presented In the final report, a wider 
range of policy questions will be addressed by analyses that will yield more 
definitive answers regarding CCDP's *oals. 



PHILOSOPHY OF CCDP 

The Comprehensive Child Development Act of 1988 was enacted because of 
the growing recognition that low-income families are becoming increasingly 
vulnerable in today's society and that human services need to reach these 
families early enough to be sufficiently comprehensive and sustaining over 
an adequate period of time to make real and meaningful differences in 
family members' lives. 

Human services systems for these families have been criticized historically 
as categoriwl, fragmented, and even somewhat disorganized. The focus of 
these systems has been on achieving singular objectives and serving the 
needs of some, but not all, family members, .furthermore, the existing 
public welfare system has been overburdened by severe staff shortages, 
inadequate resources, and little or no interagency coordination or service 
integration, making it difficult for family members to access the services 
that are available. The need to examine an alternative approach to 
traditional human service delivery has never been more apparent or timely. 
CCDP has been identified as such an alternative approach. 

Conceptually, CCDP embodies the values and ideals of the family support 
community. Specifically, CCDP does the following: 

• Involves the whole family and the whole community in program 
planning and implementation; 
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• Establishes a system of networks characterized by peer and staff 
supports; 

• Focuses on optimizing child growth and preparing children for later 
school experiences; 

• Prepares parents as significant change agents in their children's 
development and in their own development; 

• Serves as a catalyst for connecting various community and public 
programs and agencies that deliver specific services; 

• Builds upon each family's strengths rather than serving only as a 
remedy for weaknesses; 

• Intervenes early in the life of a child and family and provides continual 
support over a sustained period of time; and 

• Assists families in meeting foals by working with them to establish 
relevant and viable paths and roadmaps for progressing along these 
paths. 



SUMMARY RESPONSES TO STUDY POLICY QUESTIONS 

Below are presented preliminary findings and conclusions in response to 
each of the five broad policy questions identified in Chapter 1 of this report. 



Question 1: Are the families enrolled in CCDP those 
who can benefit the most from a comprehensive, 
integrated program like CCDP? 



The legislation authorizing CCDP reflects the congressional mandate that 
CCDP projects address the needs and goals of multiple-risk, low-income 
families throughout the United States. Data presented in this interim 
report indicate that CCDP projects have achieved this goal. All 3,300 
families enrolled in CCDP as of March 31, 1993, met the income eligibility 
guidelines set out in the Comprehensive Child Development Act. 
Eighty-five percent of these families live in urban areas, some in tne poorest 
inner-city sections in the country, and the remainder live in rural areas 
beset by a host of social and economic problems. At least 1 project is located 
in each of the 10 Department of Health and Human Services regions. The 
racial composition of the CCDP families is as follows: African-Americans 
(45 percent), Hispanics (27 percent), whites (25 percent), and a small 
percentage of other racial groups (approximately 3 percent) including Asians 
and Native Americans. Only 31 percent of the CCDP families' households 
have an adult male present. 
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An important fact concerning CCDP is that, unlike traditional social service 
programs that serve only one or two family members (typically a mother 
and her children), all family members are served by CCDP, Since its 
inception in October 1989, CCDP has served 14,485 individual family 
members including mothers, fathers, children, and other relatives (such as 
grandmothers, aunts, uncles, and cousins). 

Analyses indicate that a majority of the CCDP families had received some 
sort of social or welfare service prior to enrolling in CCDR Furthermore, 
families being served by CCDP have a wide range of stated needs and goals. 
For example, more than one-half of the families that ever enrolled in CCDP 
identified a need or goal related to basic necessities including housing (66 
percent), child care (62 percent), transportation (58 percent), and health 
cr (58 percent). 

Even more families identified needs or goals that relate to reaching beyond 
a minim a l standard of living toward becoming socially and economically 
self-sufficient, including improved parenting skills (94 percent), improved 
access to community resources (93 percent), and increased income (86 
percent). CCDP families also desire the following: greater educational 
attainment; vocational and job training; alcohol/drug and mental health 
counseling and treatment; basic living skills; home management training; 
and improved physical, social, and cognitive child development. As 
discussed in this report, CCDP projects have been very successful in 
addressing the families' needs and goals* 

It is important to understand that CCDP is deigned to serve many 
different types of families. While providing intensive interventions for 
families that suffer long-term crises, CCDP also is designed to work with 
f amili es that are able and motivated to work actively toward economic and 
social self-sufficiency, CCDP is a program that focuses first and last on 
helping families achieve whatever goals are important to them. 



Question 2: Was CCDP implemented as intended by 
the authorizing legislation? Did families receive and 
utilize available services? 



Preliminary results regarding program lifecycles, core services, case 
management, interagency agreements, and service receipt and utilization 
are discussed below in connection with this question. 

Program Lifecycles 

The design and implementation of a comprehensive program addressing the 
mandates of Congress and the needs of low-income families and 
communities presented many challenges and problems for grantees. For 
example, there was no model available to provide guidance to grantees 
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regarding the optimal staffing of CCDP projects; therefore, most projects 
had to make adjustments to their staffing plans and organizational 
structures subsequent to enrolling their full complement of families. 
Furthermore, few models existed to help grantees create systems of 
integrated and comprehensive services for families with wide ranges of 
needs and goals. Therefore, It is not surprising that CCDP projects took up 
to 2 years to begin becoming stabilized organizations. 

Stabilization was evidenced by the formulation of organizational procedures, 
policies, and goals; staff who understood and followed organizational rules 
and procedures; the existence of a range of services designed to meet the 
families' needs; the development of stable interagency relationships; and an 
organizational focus on quality control and responsible long-term fiscal 
management. An important finding regarding the development of CCDP 
projects is that, by the end of calendar year 1992, all but one project was at 
least stabilized and some projects appeared to be entering the 
institutionalization phase. Probably the most important factor associated 
with a smooth and relatively quick transition to the stabilization phase was 
the relatively few number of changes in individual projects' goals and 
philosophies. Projects that made changes in their goals and philosophies 
tended not to advance as far along in their organizational development, in 
turn, changes in goals and philosophy appeared to be related to the way in 
which project staff approached families in crisis. In projects where staff 
perseverated on crisis intervention to the neglect of the enhancement of 
family strengths and goal identification, project directors found it necessary 
to take steps to refocus their staffs' efforts from utilizing traditional social 
work techniques toward incorporating techniques tc help the families help 
themselves in reaching their goals. 

Core Services 

Preliminary results indi that all 21 projects examined in this report 
provided or made available to families core services mandated by the 
Comprehensive Child Development Act. More importantly, CCDP staff have 
developed a variety of creative programs and strategies tailored to serve the 
unique needs and goals of families in their communities. For example, 
many CCDP projects initially underestimated families' need for child care 
and the attendant problems coordinating and financing chil d care services. 
In response, projects have (1) enlisted local families to volunteer to provide 
short-term day care in their homes; (2) provided monetary and technical 
assistance to parents interested in becoming full-time, licensed family child 
care providers; or (3) employed the services of a child care consultant to 
develop practical arrangements for the care of young children. CCDP 
projects also have applied for local grants earmarked for improved local 
child care, negotiated arrangements with local departments of education to 
provide school-based child care, purchased large numbers of chil d care slots 
at lower than normal rates, or renovated CCDP sites to include full-time or 
drop-in day care centers. Currently nearly one-half of the CCDP projects 
operate their own child care centers, which can be used by parents who 
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work, go to school, or participate in project activities. An indicator of the 
success that CCDP projects have had providing affordable child care is the 
fact that only two projects reported having insufficient numbers of child care 
slots in their service areas. 

Another example of CCDP projects' endeavors to help families meet their 
needs involves their efforts to address families 9 health care needs. Each 
project has developed a model for health care delivery that makes the 
following services available to families: prenatal, well-baby, and acute care; 
health screening and assessment; immunizations; and preventive care. The 
models that have been developed by the project vary widely. Some models 
rely more on formal or referral agreements with clinics or medical centers to 
provide routine health care, whereas others provide health care on site. 
More than one-half of the projects have established linkages with private 
providers to maintain continuity of care for families that had established 
relationships with providers before enrolling in CCDP. Furthermore, four of 
the five rural CCDP projects provide health services during home visits to 
avoid having to provide long-distance transportation to families in need of 
health services. 

As noted previously, CCDP projects are not expected to provide all core 
services directly. Instead, CCDP projects utilize two basic mechanisms to 
ensure that all families have access to needed services: (1) case 
management and (2) interagency agreements. Each of these mechanisms is 
discussed below. 

Case Management 

Case management plays a central role in the CCDP model. Case 
management entails placing responsibility for service planning and delivery 
and systems coordination with a person or team who works with the family 
in an intensive, continuing relationship in order to accomplish the following: 

• Develop and identify family needs and goals; 

• Develop an appropriate service plan; 

• Ensure access to services; 

• Monitor service delivery; and 

• Monitor service outcomes and goal attainment. 

Case management models used by CCDP grantees are based on a family 
support model that emphasizes the concept of family empowerment, which 
is reflected in CCDP projects' emphasis on actively engaging families in the 
case management process. Thus far it appears as though the most utilized 
case management model is the generalist model, in which individual case 
managers (who have an average caseload of 13 families) provide case 
management services in addition to early childhood education and parent 
education during home visits. Among the projects that use a team approach 
to case management, the prime virtue of the team model — having several 
specialists work together with a family— also poses its greatest potential 
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weakness insofar as the lines of responsibility and reporting often become 
blurred 

Regardless of the model used, it appears that CCDP projects have been 
successful in providing case management services. Results indicate that 

99 percent of the CCDP families received case management services during 
the first 1 If of Fiscal Year (FY) 1993, with an average of two case 
management services provided to each family per week. Furthermore, data 
presented in this report indicate that CCDP projects have experienced 
success in their attempts to provide services to meet the needs identified by 
families during the course of the case management process. In only two 
categories of needs — clothing and home management skills— did fewer thn ** 

100 percent of families receive or utilize at least one type of service in 
connection with their needs, and frequently more than one different type of 
service was provided to address familie s' needs. Together with results of 
analyses of individual family members (which followed similar patterns), the 
data reflect the case managers* resourcefulness and responsiveness in 
targeting different types of services to the problems faced by families. 

Interagency Agreements 

The second mechanism used by all grantees to ensure families 1 access to 
needed services involves the creation of interagency agreements. 
Interagency agreements between CCDP and other community agencies are 
necessary because grantees are not funded to provide directly all services 
needed by families. Preliminary findings suggest that such agreements 
have aided cooperating agencies in establishing common definitions, 
including definitions of the population to be served, and have led to a better 
understanding of what agencies can expect from one another, thus avoiding 
the turf battles that often arose when a CCDP project first entered the 
community. Interagency agreements also have helped cooperating agency 
staff members learn more about available services and how to access them 
and have greatly facilitated the linkage of families with service providers. 
Interagency agreements also can serve as a mechanism to effect systemic 
changes in the community services network. 

By March 31, 1993, CCDP projects had established more than 3,000 
interagency agreements. Three-fourths of these agreements involved 
long-term arrangements with mqjor community agencies, while the 
remaining agreements typically involved short-term agreements with 
providers that offer individualized services. 

Services Utilization 

A primary indicator of the successful implementation of CCDP is the degree 
to which families receive or utilize needed services. The preliminary results 
of service receipt and utilization data covering the first half of FY 1993 
indicate that CCDP clearly has helped families and family members utilize 
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program and community resources to secure routine and preventive health 
care, improved housing, nutrition assistance, adult education, and a number 
of case management services. For example, within the category of "active 
services* (meaning that individual initiative is called for to access and 
utilize these services on an as-needed basis), 78 percent of all families 
utilized health services approximately once per month, 71 percent of the 
families utilized adult education services approximately once per month, 7 0 
percent of pregnant women received a prenatal care service approximate]/ 
once per month, 57 percent of families utilized nutritional assistance 
services approximately twice every 3 months, and 57 percent of all families 
received material or financial assistance approximately twice every 3 
months. 

Results of analyses of "inceptive services" (i.e M services provided directly by 
the CCDP project and which all participating families receive) indicate the 
following: 

♦ 99 percent of all families received at least one case management service, 
and on average, each family received eight case management services 
per month; 1 

• 80 pe "ttnt of families received parenting education services 
approximately once every 2 weeks; 



or 



• 75 percent of children under age 5 received developmental screenings 
assessments approximately once every 3 months; and 

• 2,743 preschool-aged children (who were members of 1,614 families) 
received early childhood education in the home, and these children on 
average received such education more than once every 2 weeks. 

In the 2V& years that CCDP has served families, CCDP projects have 
observed the multitude of needs of low-income families, many of whom are 
covered by CCDP core services and some of whom are not. In response to 
family needs beyond core services, CCDP projects have moved beyond the 
congressional mandate and made available a number of noncore services. 
These services are needed to fill service gaps in the community, connect 
otherwise isolated families to their communities, and provide parents with 
additional opportunities to participate in critically important decisions 
regarding their futures. The noncore services provided by projects include 
programs for teen parents, recreation and socialization opportunities, legal 
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*The large difference between this percentage and the 58 percent figure in the impact study may be 
explained by several factors: As already noted, the process study sample included only currently active 
families, virtually all of whom were receiving case management services, while the impact study sample 
included many families who had left the program. Also, process study data were contemporaneous 
records made by staff, whereas impact study data were parent reports based on recall over a 1-year 
period. Parents may have failed to recall some meetings with their case managers or may not have 
defined some contacts as "meetings." 



403 



12-7 



CCDP— A National Family Support Demonstration; Interim Report to Congress 



assistance, emergency assistance, loan funds, parent advisory councils, 
volunteer pre grams, and opportunities for advocacy and participant 
feedback 



Question 3a: How have families benefited from 
CCDP? Are families satisfied with CCDP? 



CCDP is designed to provide intensive, comprehensive, integrated, and 
continuous support services to low-income families with children. Important 
accomplishments of the program include achieving (1) family and individual 
goals designed to satisfy basic needs (e.g., deficit reduction' goals 
designed to enhance family development (e.g., empowerment;, and (3) family 
satisfaction with available services and services received. Below, results 
regarding goal attainment and family satisfaction, which address these 
broad types of accomplishments, are discussed. 

Goal Attainment 

Deficit reduction goals identified by more than one-half of CCDP familie s 
include housing (69 percent), child care (65 percent), transportation (58 
percent), and health care (57 percent). An indicator of the success that 
CCDP projects have had in assisting families overcome their problems in 
these areas is the fact that more than 80 percent of the families have either 
achieved these goals or made progress toward achieving them* 

A number of f amili es set several important goals related to empowerment, 
including improved parenting skills (67 percent), improved access to 
community resources (47 percent), and increased income (48 percent). 
Among the families that identified these as goals, a large majority either 
made progress toward or achieved their goal of using community resources 
(93 percent), improving their parenting skills (94 percent), and increasing 
their income (86 percent). This suggests that families currently are 
involved in vocational training, are improving their education, or are 
actually employed This reflects significant family accomplishments at this 
fairly early stage of CCDP enrollment. 

Preliminary findings indicate tha *>etween 80 and 95 percent of family 
members made progress or achie\ jd the deficit reduction goals they set in 
areas such as health and nutrition, mental health, literacy, relationship 
skills, and housing. More than 80 percent of the family members reported 
having made progress or having achieved their goals related to 
empowerment. These goals include furthering one's education; earning a 
sufficient income; developing parenting skills; enhancing the physical, 
social, rjiti cognitive development rf the child; obtaining child care; 
developing home management skills; obtaining employment; and acquiring 
self-sufficiency. 
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It is important that these preliminary results be interpreted in relation to 
the fact that the families have been enrolled in CCDP for an average of 
only 25 months and that families were not expected to have attained many 
of these goals (e.g., obtaining a good paying job) at this early stage in their 
enrollment. The reason for this is that families usually set multiple, 
interrelated goals, and some goals must be achieved first before others can 
be achieved This is illustrated by the finding that many family members 
do not have a high school diploma, do not speak English as a first language 
(if at all), and come from homes where welfare dependency has been a 
reality over several generations* 

Family Satisfaction 

Assessing family satisfaction with CCDP is critical because this offers 
insight as to how and why a family utilized, or did not utilize, program 
services. In general, CCDP participants expressed satisfaction with the 
program and its components. Ethnographers noted that familie s most 
involved in CCDP were the most satisfied with their experiences in CCDP. 
For example, one ethnographer found that parents who indicated a great 
deal of satisfaction with the program were those who had fully participated 
in the program. Ethnographers also noted that (1) many CCDP families 
relied on their case managers and other parents to help them become more 
involved in CCDP program activities and (2) families depended on those 
personal relationships in order to remain optimistic about their familie s' 
long-term outcomes* 

Judging by the overall level of satisfaction expressed by families, CCDP 
projects appear to have been successful in addressing CCDP families' needs 
and goals. However, despite this overall support, families felt that several 
areas need improvement. First, families suggested that projects should 
provide more comprehensive child care services with extended hours during 
evenings and weekends. Second, families would like to have access to more 
individually tailored parenting and job training programs. Third, families 
felt that their relationships with project staff and other families needed to 
be more consistent and that the quality of communication among staff and 
families could be improved. Many of these recommendations have or will be 
impleme ited soon. 

In the early phases of the program, CCDP staff spent much of their time, 
energy, and resources on a small number of families experiencing multiple 
intractable crises. While CCDP staff made efforts to assist these families, 
several were terminated from the program due to nonpartidpation or 
inappropriate behavior. In fact, about one-third of the families that have 
been terminated from CCDP thus far have been terminated for these 
reasons. The other two-thirds of families that have been terminated have 
left voluntarily: one-third for reasons interpreted as reflecting a positive 
change attributable to participation in CCDP, and the other one-third due to 
problems associated with alcohol and other drug use or domestic violence. 
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Analyses of rates of termination over time revealed that there appears to be 
a decline in the proportion of families that stay enrolled in CCDP for less 
than 1 year and that, overall, terminations have decreased among both 
original and replacement families. Although more data are needed, the 
trends suggest that as projects stabilize, they (1) address families problems 
more effectively and (2) increasingly enroll families most in need of the 
types of services offered by CCDP. In the final report, this hypothesis will 
be confirmed or refuted, and findings will be related to costs* 



Question 3b: What impact does CCDP have on 
parents and children? 



After 2 years of program operation, it is clear that families participating in 
CCDP receive more social, educational, and health services than families 
who do not participate. This difference in utilization of services is an 
important first step for CCDP in its attempt to produce long-term positive 
changes in the lives of participating parents and children. 

Furthermore, after 2 years of program operation, this study found many 
small but important statistically significant effects of CCDP on parents and 
children. These short-term effects are in line with expectations about the 
program, and it will be important to look for larger effects as families 
continue to participate in CCDP. Mqjor findings from the impact study are 
summarized below. 

• Maternal physical health.— Mothers who participated in CCDP and who 
had a subsequent pregnancy, compared to their counterparts in the 
control group, had delayed the pregnancy longer (an average of 26 days), 
had used alcohol less, had heavier babies (7*2 pounds versus 7.0 
pounds), and had babies who spent fewer nights in the hospital (3.6 
versus 5.0 nights) and who were less likely to require special care (11 
percent versus 15 percent). 

• Child physical health. — Compared with children in the control group, 
CCDP children had fewer hospitalizations for iiyurie3 (I percent versus 
2 percent), spent less time in the hospital when they were injured, and 
used seat belts more regularly (76 percent versus 74 percent). Also, 
children participating in CCDP were more likely to have seen a doctor 
for preventive health care (87 percent versus 84 percent). 

• Parenting attitudes.— CCDP mothers were less likely than control group 
mothers to report attitudes toward parenting and expectations of 
children that, in past research, have been linked to abusive ard 
neglectful behaviors. 

• Parental expectations. — CCDP mothers reported higher expectations of 
children's school success than control group mothers. 
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• Parent involvement— CCDP mothers reported spending significantly 
more time with ti child than did control group mothers. Also, 

> mothers reported that resident fathers in CCDP families spent more 

time looking after their child and more time in daily activities with the 
child than fathers in control <£roup families. 

• Parent-child interactions.— In observations of mothers' interactions with 
j their children, CCDP mothers were more sensitive than control group 

mothers to cues given by the child, responded more appropriately to 
signals of distress on the part of the child, and were more likely to 
behave in ways that foster social-emotional growth in a child. 

• Economic self-sufficiency services.— CCDP mothers were more likely than 

> control group mothers to have been enrolled in academic classes (38 

percent versus 26 percent) and vocational/job training classes (18 percent 
versus 13 percent) and were more likely to be working toward a trade 
certificate (7 percent versus 4 percent), a GED (general equivalency 
diploma) (12 percent versus 8 percent), or a bachelor's degree (6 percent 
versus 3 percent), all of which are designed to facilitate economic 
self-sufficiency. 

. • Economic self-sufficiency outcomes.— There were no differences between 
CCDP and control group mothers in terms of employment or income 
levels. 

I 

• Job satisfaction.— CCUP mothers who were working reported greater 
satisfaction than control group mothers with the amount of work they 
were doing (85 percent versus 77 percent), their pay (63 percent versus 
54 percent), and with their chances of "moving up" (72 percent versus 63 

^ percent). 

• Child development— Children in CCDP scored higher than control group 
children on the Bayley Scales of Infant Development and exhibited more 
prosocial behaviors (e.g., were cooperative and followed rules) than 
control group children. Though statistically significant, the effect on the 

I Bayley is small in absolute terms (a two-point difference). This is not 

unexpected given that other early childhood interventions work much 
more intensively (e.g., 5 days per week) with children. Thus, it will be 
important to test CCDP children at ages 3, 4, and 5 in order to 
determine whether the observed effects on cognitive development 
continue to grow. 

I 

What conclusions can be drawn from these findings? First, CCDP has put 
mothers on the road to improved economic stability. The evidence for this is 
that CCDP mothers participated more than control group mothers in a wide 
range of educational services (e.g., academic classes, job/vocational training 
p classes, and GED classes), which in the long run should increase their 

economic chances. Further, CCDP mothers who are working report greater 
satisfaction with their jobs than do control group mothers. There is not yet 
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any evidence that mothers' incomes or employment statuses have been 
improved by CCDP, but participating mothers are engaging in vocation&i 
training or educational activities that ought to lead to these outcomes. 

A second conclusion drawn from this study is that CCDP has reduced 
several elements of risk for participating children by improving their home 
environments. This has been accomplished in many ways — by improving 
the health of infants born to CCDP mothers, by reducing mothers' attitudes 
shown to be associated with child abuse and neglect, by increasing mothers* 
expectations for their children's school success, by increasing the amount of 
time that mothers and fathers spend with their children, and by teaching 
mothers to interact more positively with their children. These risk-reducing 
factors all are important steps toward CCDFs goal of improving long-term 
chances for participating children. 

As a family support program, CCDP relies heavily on intervention with 
parents to influence their children's early development, rather than on 
direct programmatic intervention with children between birth and age two. 
And. as seen above, CCDP is moving the right direction by reducing risks 
for children in many areas. It will be important to determine whether 
CCDFs small but important effects on child development grow in future 
years as children near school age. 



Question 4: 

community? 



What impact has CCDP had on the 



In addition to affecting individuals and families, CCDP projects also affect 
communities. CCDP projects have been implemented in a variety of 
community contexts. Some of the community contexts include previously 
established service networks, whereas other c ommunit ies have no history of 
services coordination or cooperation. : Coordinated service networks, found in 
nine of the communities^ occurred where service coordination had a longer 
history, borne of necessity and efficiency (particularly in rural areas). 
Uncoordinated service networks, on the other hand, were characterized by 
agency relationships described as ad hoc and informal. These were reflected 
in fragmentation of services and conflicts between public and private 
agencies. In these communities, "turF battles interfered with efforts to 
develop a coordinated service network. These turf issues mort frequently 
involved funding priorities and service boundaries set by agencies awarding 
the funds. In the uncoordinated service networks examined, money, 
accountability , and service coordination rarely extended beyond the confines 
of a single institution. Despite the fact that some CCDP projects were 
implemented in this type of environment, once the potential of the CCDP 
projects was realized, many agency personnel enthusiastically embraced the 
goals and philosophy of CCDP. The concrete result, as reported by CCDP 
advisory boards, project directors, and ethnographers, is that CCDP projects 
have facilitated services integration at both the service and systems levels. 
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Ten of twelve ethnographers reported such information and identified 
improved coordination in their communities. 

One of the most important changes in the relationships among service 
agencies since the implementation of CCDP has been the fact that directors 
of the megor community agencies are working together — along with 
employment and training agencies, human services agencies, health care 
agencies, and various private, not-for-profit providers — to take actions 
designed to better serve low-income famili es. Changes that have occurred 
in the service networks since the inception of CCDP include development of 
new linkages and strengthening of old linkages, increased interagency 
awareness and understanding, and more frequent interagency case 
management staffings. 

Three m^jor themes are evident regarding community impact; these themes 
have been drawn from a triangulation of three data sources— ethnographer 
reports, CCDP advisory boards, and CCDP project directors. 

The first magor theme is that CCDP projects have had an impact on 
community service networks. This impact was observed at the systems 
level (e.g., through changes in eligibili y requirements or eligibility waivers), 
but most frequently at the service delivery level (e.g., through interagency 
cross-training, coordination of case management functions, development of 
resource data bases, development of new services, and reduction in 
duplication of services). 

The second mqjor theme is that CCDP projects have had an impact on their 
grantee agencies. As grantee agencies learned more about the nature and 
needs of CCDP projects and families, adjustments were made to their own 
organizations to better adapt to the needs of the community and its 
families — needs of which they may not have been previously aware. 
Grantee agencies also learned to be more sensitive to particular populations 
that the agencies had not previously served but were targeted by CCDP 
projects. In other cases, grantee agencies expanded their funding bases 
through collaborative efforts with CCDP projects to tap alternative funding 
streams. 

The third mqjor theme is that CCDP projects have had an impact on 
families. An increased range of services was made available to both CCDP 
and non-CCDP families. Some of these services were already av ailab le in 
the communities, but in other cases the CCDP projects facilitated 
accessibility to services or created new services that were available for all 
families in the communities that were in need. Examples of the diffusion of 
new services in the communities as the result of CCDP projects' efforts 
include child care, adult education, and parenting education. These 
communitywide diffusion effects will be examined in more detail in the final 
report. In particular, the analysis of the cost-effectiveness of CCDP will 
consider these potential diffusion effects relative to the direct cost of CCDP. 
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Question 5: What are the costs of CCDP? 



The cost findings indicate that the average annual Federal nonresearch cost 
per family is $8,243. Because CCDP serves all family members, the average 
annual Federal nonresearch cost per family member is $2,137. 

There is a fair degree of variability in costs across projects, with annual per 
family costs ranging from $4,592 to $13,413 and annual per family member 
costs ranging from $1,140 to $4,023- Preliminary findings suggest that 
these variations are due to differences in child care supply and demand, 
transportation, and population density. In the final report, costs per service 
component will be reported in carder to identify areas where costs may be cut 
without undermining the essence of the CCDP model 
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Page 1 of 



Date 



Family ID# 



Advocate 



Specialist Approve 



Coum y Site . Family Name 

COAL 1/1 HOUSING; Whose Goal? ■ Joint (J), Primary Caregiver (PC), Advocate (A) 

Primary Effect: Family PC Focus Child _ Sibling Other (List) 

STATUS OF GOAL AREA AND BARRIERS TO MEETING THE GOaE — 



STRATEGIES / ACTION PLAN 

Actions Planned: Bv Whom. How Long. By When fnumber strategies to reach goal) 



Date Date 
Approved Accomrli?: 



GOAL HI INCOME SUPPORTS: Whose Goal? Joint (J). Primary Caregiver (PC), Advocate (A) 



Hi 



Primary Effect: Family PC Focus -Child Sibling Other (List) 

JTATUS OF GOAL AREA AND BARRIERS TO MEETING THE GOAL: 



STRATEGIES / ACTION PI t w 

Actions Planned: Bv Whom. How Lone. Bv When (number strategies to rcacn gcaft 



Date Date 

Approved Accomplish 
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Community* Family Partnership ehg dacuztnticion of che weric 



FBSP Goal Devalbpnant 



pl*n* for resolving prcbl«zs 



r*7JTA last Name 


Family 10# 


Stall 


Dili 


Revision a 


Type 


"if^S Naed label 


Nsid-label * 


MS Goal Ubtl 


GsaMaoai t 


Assist* 



n££3 of P'cbtom fact«d by family: 

Seed - derived frca need* assessment information. Seeds nay be written in the fazily'e 
language. Include sufficient narrative neterial go chat .the problem 1$ described 
clearly and with euffieient derail ao that any reader haa clear understanding of tht 
need or problem faced by the fanily/f asily aexber. 



Translate this need Into a GOAL Coal - the desinatien or outcome that will be achieved when 
che need or preblea it resolved. Coals aust be clearly understandable, measurable! and 
have a tine frace. Coala are written to reflect vhat the faaily/faaily xesber really 
vante to have happen if the goal le attained* Bxaaple: 

1) Mary will iaprcve her reading graces, (poor) 

2) Mary will receive a score at or above the 50th percentile on schcel administered 
reading achievement testing adainia tared in April, 1991. (improved - but is this 
the faaily goal) 

3) Kary will earn a ll B w grade in reading on her report card during the final grading 



Family ID* 



Need f Goat ff 



OBJECTIVES 



Completed 



$ Revised 



9 Deleted 



Wall knew this coal Is accomplished when the following OUTCOMES can be seen: 

Objectives are the measures along the journey to goal attainment 
that help the faaily and faaily consultant Judge if the faaily 
is aaking progress towards a goal. Objectives are observable 
or measurable eutccaee. Soae objectives are sequential in that 
attaiaaeat of one objective is necessary before sufficient skill 
is present to attain the next objective* Other objectives aey 
be attained siaultaneouely . It <• usually necessary to achieve 
zest objectives if the goal is to be eccoapliahed. Objectives, 
like goals, xust be clear, aeaeurable, and have a tiae fraae. 
Vhen writing objectives ask yourself "Will the completion of 
this indicate progress toward achieving che goal?" 



Start Date 



End Oats 
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PtQt 2 



STRENGTHS and SKILLS the family wiH contribute to accomplish the jotl: 

Strengths and skill* trie family already haa thac can be called unnn to assist in the 
achievenent of the goal, " 



Famly ID* 



Need t Goal * 



ACTIVITIES 



* Complied 



The PROCESS nactisary for accomplishing the goal Include :hs (o! owing actJvitlas: 
Activities are the prescription for accca?li*hing each 
objective. Actlvltiei describe vhat the feaily aeaber, the 
facily consultant, or the partnership will dp to achieve each 
objective. Generally activities reflect an educational, 
referral/brokerage, delivery of service* or eonitcring 
activity. Activities cust Include who will do activity, when 
It will be done, where it will be done, and hew often. 
Service cedes and frequency auet be entered for each activity 
when appropriate. 



# Rsvissd 



Stan Date 



€ ERLC 



Pletss initial lo indxsts vcur scrssnsnt with the ccrttr/.i of this 'orm: 



* Deleted 



End Date 



Family Member! 



Family Consultant: 
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APPENDIX B: CCD? MIS CODES FOR RECORDING DIFFERENT 



TYPES OF SERVICES 



Child Care 

701 Child care in a center 

702 Child care in a group home 

703 Child care in a family day care home 

704 Regular babysitting in a home 

705 Drop-in child care 

• 706 Drop-in sick care center 

707 Respite/child care/temporary babysitting in a home 

Developmental Screening/Assessment 

^ 708 Developmental screening 

709 Developmental assessment 

Child Education 

711 Home-based/individual early childhood education with parent present 

• 712 Home-based/individual early childhood education without parent present 

713 Center-based/group early childhood education with parent present 

714 Center-based/group early childhood education without parent present 

715 Head Start 

716 Other early childhood education/activities 

m 717 Home-basedAndividual early intervention education with parent present 

718 Home-based/individual early intervention education without parent present 

719 Center-based/group early intervention education with parent present 

720 Center-based/group early intervention education without parent present 

721 Services for school-age children 

• Adult Education 

725 Nutritional parenting education 

726 Child development parenting education 

727 Health parenting education 

728 Other parenting education 

• 729 Adult health education 

730 Home management/basic life skills education 

731 Vocational training 

732 Career counseling 

733 Job search training/employment services 
£ 734 GED training/high school 
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Adult Education (continued) 



735 Literacy training # 

736 English as Second Language (ESL) training 

737 Remedial education 

738 College courses 

Transportation ^ 

741 Transportation subsidy 

742 Provide transportation 

V 

Nutritional Assistance 

751 WIC *\ 

752 Food stamps 

753 Other food assistance 

Income Maintenance 

• 

755 AFDC 

756 SSI 

757 Other public assistance income 

758 Unemployment compensation 

759 Child support ^ 
Housing Services 

761 Temporary housing/shelter 

762 Low-rent public housing 

763 Rent subsidy (private housing) # 

764 Low-income mortgage assistance 

765 Home improvement assistance 

766 Utilities assistance 

Other Material or Financial Assistance ^ 

771 Clothing/household items/other material 

772 Emergency funds 

773 Child care subsidy 

774 School financial aid 

775 Small business assistance or loan # 

776 Low-interest loan 

Medical Assistance 

781 Medicaid 

782 Medicare • 
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Medical Assistance (continued) 

# 783 State program for special diseases/disabilities 

784 Other medical payment assistance 

Family Services/Legal Intervention 

Child protective services 
Foster care 
Adoption 

Child support enforcement 
Intervention for domestic violence 
Other family services/legal intervention 

Other Social Services 



797 


Parent/peer support group 


798 


Recreational activities 


799 


Other social service 


Other Screening/Assessment 


803 


Medical history 


804 


Dental screening 


805 


Disability screening 


806 


Hearing screening/assessment 


807 


HIV screening 


808 


Mental health screening 


809 


Nutritional assessment 


810 


Speech/language evaluation 


811 


Vision screening/assessment 


812 


Other health screening 


813 


General physical exam and assessment 


Immunization 




815 


Polio 


816 


Diphtheria, Pertussiis, and Tetanus 


817 


Mumps, Measles, and Rubella 


818 


Tetanus 


819 


Flu 


820 


Haemophilus influenzae b 


821 


Tuberculosis 


822 


Pneumococcal 


823 


Varicella 


824 


Other immunization 
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Diagnostic Tests 





ATrmincentpais 






827 


Pregnancy testing 


828 


Lab test 


829 


X-ray 


830 


Electrocardiogram 


831 


CAT SCAN/MM 


832 


Ultrasound 


833 


Other medical diagnostic services 



Maternal/Newborn Care 



835 


Prenatal care 


836 


Well-baby care 


837 


Postpartum care 


Counseling or (Re)habilitation Visit 


841 


Alcohol abuse counseling 


842 


Drug abuse counseling 


843 


Family planning counseling 


844 


Family therapy 


845 


Hearing therapy 


846 


Marriage counseling 


847 


Mental health counseling 


848 


Nutritional counseling 


849 


Obesity therapy sessions 


850 


Occupational therapy sessions 


851 


Physical therapy sessions 


852 


Smoking cessation counseling 


853 


Speech therapy sessions 


854 


Stress reduction counseling 


855 


Vision therapy 



Other Outpatient Treatment 



861 


Emergency Room Treatment 


862 


Acute illness outpatient care 


. 863 


AIDS outpatient care 


864 


Hypertension (High Blood Pressure) outpatient care 


865 


Chronic respiratory disorder outpatient care 


866 


Other chronic illness outpatient care 


868 


Dental treatment 


869 


Outpatient/ambulatory surgery 
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Overnight Stay in a Hospital 



872 Vaginal delivery 

873 Caesarean section 

874 Neonatal admission (separate admission of newborn) 

875 AIDS inpatient care 

876 Alcohol abuse inpatient care 

877 Drug abuse inpatient care 

878 Mental disorder/psychiatric inpatient care 

879 Physical rehabilitation inpatient care 

880 AccidentArgury inpatient care 

881 Other medical/surgical inpatient care 

882 Followup for health/medical services or treatment 

Partial/Day Hospital Program 

885 Alcohol Abuse Day Program 

886 Drug Abuse Day Program 

887 Mental Health/Psychiatric Day Program 

888 Physical Rehabilitation Day Program 

Health/Medical Device 

898 Health/medical device/prescription 
Case Management with Family 

901 Needs assessment with family 

902 Planning with family 

903 Review with family of services received 

904 Review and followup with provider on services received 

905 Supportive discussion with family 

906 Translation services 

907 Individual followup 
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APPEND3X C: DESCRIPTION OF THE IMPACT EVALUATION 

SAMPLE 



This appendix contains a description of the baseline characteristics of the 
sample of families participating in the Comprehensive Child Development 
Program (CCDP) national impact evaluation. The data represent measures 
on families as of 1990, the year when most of the recruiting for the CCDP 
evaluation took place. Data presented in this section were taken from the 
recruitment and family profile forms maintained by CSR, Incorporated, as 
part of its responsibilities as CCDFs technical support contractor and from 
recall data supplied by evaluation participants. The analyses for this 
section are based on data from all 4,411 families that were part of the 
original random assignment to participate in the CCDP impact evaluation, 
either as a program family or as a control family. 



CHARACTERISTICS OF CHILDREN IN THE IMPACT EVALUATION 

Child-level data are supplied for the "focus child" in each family in the 
evaluation. The focus cMld was identified at the time of recruitment into 
the study* The plan was that focus children would either be newborn 
infants or would be born soon after recruitment. 

One-half of the children participating in the CCDP evaluation are males 
(49.7 percent), and one-half are females (50.3 percent). The race/ethnicity of 
participating children is shown in Exhibit C-1 following the next page, and 
three racial/ethnic groups account for most of the sample: 42.2 percent of 
children in the sample are African-American, 27.3 percent are Hispanic, and 
26.4 percent are Caucasian. In addition, 2.7 percent are American Indian 
and 1.4 percent are Asian-American. 

Exhibit C-2 shows the distribution of the age of focus children at the time of 
recruitment into the CCDP evaluation. Women with unborn children were 
recruited as well as mothers with newborns. Unborn children are shown in 
the exhibit as having an age less than 0 Almost one-third of the mothers 
in the evaluation (30.5 percent) were pregnant when recruited into the 
program. Another 5.9 percent were recruited when their children were 
newly born. The remaining 63.6 percent were recruited after their children 
were 1 or more months of age. This exhibit shows the wide age range of 
focus children participating in the evaluation— the youngest CCDP children 
are about 2 years younger than the oldest CCDP children. 
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CHARACTERISTICS OF MOTHERS AND FAMILIES IN THE IMPACT 
EVALUATION 

Although CCDP provides services to many adults in a household, the 
evaluation focuses on the mother who was recruited into the evaluation 
Exhibits C-3 through C-9 following this page describe the mothers and 
families originally assigned to participate in the evaluation. 

The primary language of the families in the evaluation sample are shown in 
Exhibit C-3. The great majority (83.6 percent) of families use English as 
their primary language, while 14.2 percent use Spanish as their primary 
language, and 2.2 percent use some other primary language. 

Exhibit C-4 shows the ages of the mothers in the evaluation sample at the 
time of birth of the focus children. About one-fourth of the mothers (25.2 
percent) were teenagers when recruited into CCDP. Another 58.2 percent 
were in their twenties, and the remaining 16.6 percent were ape 30 or older. 

A distribution of the educational status of mothers in the sample is given in 
Exhibit C-5. A substantial fraction of CCDP mothers (13.5 percent) never 
entered high school. A larger proportion of the mothers (38.6 percent) 
completed some high school but did not graduate. Finally, almost one-half 
of the mothers (47.9 percent) graduated from high school. 

Exhibit C-6 shows the marital status of the mothers in the evaluation. 
More than one-half of the mothers (57.7 percent) were single and without a 
partner at the time of recruitment into the evaluation, and one-fourth (25.2 
percent) were married. This pattern is just the reverse of national 
statistics. The Current Population Survey estimates that, during 1988, 55.7 
percent of the women who had babies were married and 29.9 percent were 
single. The remainder of the mothers in the evaluation were either 
separated (6.6 percent), single and living with a partner (5.9 percent), or 
widowed or divorced (4.6 percent). 

Information also was obtained regarding the presence of a father or father 
figure in the home. There is no father or father figure in the home for 
two-thirds of the families in the evaluation (66.6 percent), while a father or 
father figure is present in the home in one-third (33.4 percent) of the 
families. 

Several variables characterize the poverty level of the families in the 
evaluation. Two-thirds of the families (66.1 percent) live in subsidized 
housing, and 58.0 percent do not have their own transportation. 
Exhibits C-7, C-8, and C-9 provide distributions of total household income, 
number of household members, and per person income for the evaluation 
sample. As can be seen, almost one-half of the families in the evaluation 
sample (44.1 percent) have a total annual household income under $5,000. 
Another 41*3 percent have a household income between $5,000 and $10,000. 
The remaining 14.6 percent have incomes over $10,000 per year. Household 



Exhibit C-1 



Race/Ethnicity of Children in the CCDP 
Impact Evaluation Sample 
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Exhibit C-2 



Age (in Months) of Children at Recruitment in 
the CCDP Impact Evaluation Sample 





SOURCE: MIS family profile at baseline 
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Exhibit C-3 

Primary Languages Used by Families in the CCDP 
Impact Evaluation Sample 




Exhibit C-4 



Age (in Years) at Childbirth for Mothers 
in the CCDP impact Evaluation Sample 




SOURCE: MIS family profile at basalina 



#22593 




427 



Exhibit C-5 



Years of Education for Mothers in the CCDP 
Impact Evaluation Sample 
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Exhibit C-6 

Marital Status of Mothers in the CCDP 
Impact Evaluation Sample 



Married 




Single with partner 
5.9% 



Source: MIS family profile at baseline 
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Exhibit C-7 



Total Household income for Families in the CCDP 
Impact Evaluation Sample 
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Exhibit C-8 



Number of Household Members for Families 
in the CCDP Impact Evaluation Sample 
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SOURCE: MIS family profile at baseline 



Exhibit C-9 



Per Person Income for Families 
in the CCDP Impact Evaluation Sample 
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size ranges from one family member (4.4 percent pregnant women with no 
other household members) to eight or more family members. Most famili es 
have two (16.5 percent), three (24.2 percent), four (23.1 percent) or five (14.2 
percent) members. Per person income mostly falls in the range of $500 to 
$2,400 per year. 



RISK FACTORS FOR CHILDREN IN THE IMPACT EVALUATION 

In addition to the basic descriptive information presented above, interview 
data about behaviors during pregnancy, which were collected from mothers 
participating in the evaluation, were used to construct a set of "risk factors" 
for the focus children, factors that could well affect a child's cognitive, 
socioemotional, and physical development. Information about the risk 
factors is displayed in Exhibits C-10 through C-16 following the next page. 

One risk factor is the number of months that the mother was pregnant with 
the focus child before she first saw a doctor about her pregnancy. Mothers 
who do not see a doctor or who wait until late in their pregnancy before 
seeing a doctor are unlikely to receive appropriate prenatal care. 
Exhibit C-10 shows that more than three-fourths (77.4 percent) of the 
mothers in the evaluation sample saw a doctor during the first trimester of 
their pregnancy with the focus child. Another 19.3 percent waited until the 
second trimester before seeing a doctor. Only 3.3 percent did not see a 
doctor until the final trimester of their pregnancy. 

A second risk factor is whether the child was born prematurely. 
Exhibit C-ll shows that over three-fourths (78.3 percent) of the children in 
the evaluation were full term. Of the remainder, 3.6 percent were 1 week 
premature, 6.2 percent were 2 weeks premature, 2.8 percent were 3 weeks 
premature, 4.8 percent were 4 weeks premature, and 4.3 percent were 5 or 
more weeks premature. 

The third risk factor is a count of the number of pregnancy-related problems 
that the mother encountered while pregnant with the focus child. Clearly, 
the greater the number of problems, the more likely it is that one or more' 
win have a negative effect on the child. Examples of such problems include 
toxemia, premature labor, weight loss, and placenta previa. Exhibit C-12 
shows that three-fourths of the mothers reported having experienced no 
pregnancy-related problems, 13.8 percent reported one problem, 4.9 percent 
reported two problems, 2.7 percent reported three problems, and 1.0 percent 
reported four or more problems. 

Another indication of health-related problems for children is whether the 
child had to spend time in a hospital's special care unit after birth. As is 
shown in Exhibit C-13, more than four-fifths of the children in the sample 
(86.3 percent) did not spend any time in a special care unit On the other 
hand, 7.1 percent of the children in the evaluation sample spent 1 to 5 
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nights in special care, 2.8 percent spent 6 to 10 nights, and 3.8 percent 
spent 11 or more nights in the hospital. 

Low birth weight (under 2,500 grams) and very low birth weight (under 
1,500 grams) are key indicators of children who are likely to have 
developmental problems. Exhibit C-14 shows that a very small percentage 
of children in the sample were very iow-birthweight babies (1.4 percent), 
while an additional 8.3 percent were low-birthweight babies. According to 
the National Center for Health Statistics, 6.9 percent of all births across the 
Nation during 1988 were low birth weight. Most of the children in the 
sample (81.4 percent) weighed between 2,500 and 4,000 grams, while 8.9 
percent weighed over 4,000 grams. 

Three additional indicators of risk for children are whether their mothers 
smoked, used alcohol, or used drugs during pregnancy. Exhibit C-15 shows 
that 71.2 percent of the mothers reported that they did not smoke at all 
dining their pregnancy with the focus child. Two percent reported smoking 
less than 1 cigarette per day, 9.3 percent smoked between 1 and 5 cigarettes 
per day, 10.3 percent smoked about one-half of a pack (between 6 and 15 
cigarettes per day), 5.8 percent smoked about 1 pack (between 16 and 25 
cigarettes per day), and only 1.4 percent smoked more than 26 cigarettes 
per day. 

Exhibit C-16 shows that 87.9 percent of the mothers reported that they did 
not drink any alcoholic beverages dining their pregnancy. An additional 6.4 
percent drank only a few times during the pregnancy, 2.3 percent had a few 
drinks per month, 1.6 percent drank once a week, 1.3 percent had a few 
drinks per week, and 0.5 percent drank daily. 

Finally, although not shown in an exhibit, only 2.7 percent of the mothers in 
the evaluation sample reported any drug use during pregnancy. 
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Exhibit C-10 



Number of Months Mother Was Pregnant With Focus Child 
When She First Saw a Doctor 
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Exhibit C-12 
Number of Problems During Pregnancy 




Number of Problems 



SOURCE: Parent Interview survey items 
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Exhibit C-13 
Number of Nights in Special Care Unit 
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Exhibit C-14 



Birth Weight (in Grams) for Focus Children 
in the CCDP Impact Evaluation Sample 
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Exhibit C-15 



Number of Cigarettes Smoked Per Day 
While Pregnant 




Number of Cigarettes Smoked Per Day While Pregnant 



SOURCE: Parent Interview survey Items 
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Exhibit C-1 6 * w 

Frequency of Alcohol Use While Pregnant 
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THE SECRETARY OF hEAlTH AND human SERVICES 

WASHINGTON. O C ?G20. 



m 6Q9d 



The Honorable Edward M. Kennedy 
Chairman , Committee on Labor 

and Human Resources 
United States Senate 
Washington , D . C . 20510 

Dear Mr. Chairman: 

Section 670N [*2 U.S.C. 9881] (f) of the Comprehensive Child 
Development Centers Act, as amended, requires that the Secretary 
of the Department of Health and Human Services submit a report to 
the Congress concerning the results of the evaluation of the 
projects funded under the Act in order to determine their 
effectiveness in achieving stated goals, their impact on related 
programs, and their structure and mechanisms for the delivery of 
services ; 

The Comprehensive Child Development Program (CCDP) , authorized 
under the Act, is required to provide intensive, comprehensive, 
integrated and continuous support services to children from low- 
income families from birth until entrance into elementary school 
to enhance their intellectual, social and physical development; 
and to provide needed support services to parents and other 
household family members to enhance their social and economic 
self -suf f iciency • 

Enclosed is the mandated report, delivered as an interim report, 
with the final report being scheduled for delivery to the 
Congress in March 1996. This extension is needed to allow 
currently enrolled families to receive the required five years of 
services and thus enable the Department to provide a sound 
assessment of the complete impact of the CCDP on the lives of 
these families and their children. The interim report covers the 
period from September 1989 through March 1993, which includes the 
start-up year and two-and-one-half years of service delivery to 
families. 

I am pleased to submit the Interim Report to Congress: 
Comprehensive Child Development Program — A National Family 
Support Demonstration. 



Enclosure 
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THE SECRETARY OF HEALTH AND HUMAN SERVICES 



WASHINGTON DC ?0?0l 



MAT 6 m 



The Honorable William D. Ford 
Chairman, Committe on Education 

and Labor 
House of Representatives 
Washington , D . C • 2 05 15 

Dear Mr. Chairman: 

Section 670N [42 U.S.C. 9881] (f) of the Comprehensive Child 
Development Centers Act, as amended, requires that the Secretary 
of the Department of Health and Human Services submit a report to 
the Congress concerning the results of the evaluation of the 
projects funded under the Act in order to determine their 
effectiveness in achieving stated goals, their impact on related 
programs, and their structure and mechanisms for the delivery of 
services. 

The Comprehensive Child Development Program (CCDP) , authorized 
under the Act, is required to provide intensive, comprehensive, 
integrated and continuous support services to children from low- 
income families from birth until entrance into elementary school 
to enhance their intellectual, social and physical development; 
and to provide needed support services to parents and other 
household family members to enhance their social and economic 
self-sufficiency. 

Enclosed is the mandated report, delivered as an interim report, 
with the final report being scheduled for delivery to the 
Congress in March 1996. This extension is needed to allow 
currently enrolled families to receive the required five years of 
services and thus enable the Department to provide a sound 
assessment of the complete impact of the CCDP on the lives of 
these families and their children. The interim report covers the 
period from September 1989 through March 1993, which includes the 
start-up year and two-and-one-half years of service delivery to 
families. 

I am pleased to submit the Interim Report to Congress: 
Comprehensive Child Development Program — A National Family 
Support Demonstration. 
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Authorized by Congress in 1988, the Comprehensive Child Development 
Program (CCDP) is designed to address the pervasive needs of low-income 
children and families and to combat the fragmentation of existing programs 
that serve them. Its objective is to promote educational achievement and 
economic and social self-sufficiency through the provision of intensive, 
comprehensive, and continuous support to both children and families from a 
child's birth until entry into school. Focusing on goals set by each 
-individual family, CCDP acts as an advocate and broker, helping families 
access services in the community, and helping communities integrate and 
improve the services they offer. The program also provides services directly 
when they are not available locally. 

Evaluation studies are examining the program's implementation, service 
delivery, and cost, as well as its impact on children and families. M$jor 
interim findings, when families had been in the program only 2 years or 
less, indicate the following: 

• CCDP is serving the low-income, multirisk families it was intended to 



• CCDP has been implemented successfully in diverse cities and rural 
areas, requiring a startup period of about 1 year. 

• CCDP programs nationwide have coordinated the services of thousands 
of community agencies, both public and private. 

• CCDP is coordinating and delivering a wide range of services to children 
and families, including health care and screenings; early childhood 
education; parent training; adult education; counseling and 
rehabilitation; housing assistance; and subsidies for child care, medical 
payments and emergencies. 

• Services are reaching a high proportion of participating families. For 
example, 80 percent of CCDP mothers receive regular parent education 
in their homes, and others attend classes outside the home. Children in 
77 percent of CCDP families receive regular, in-home early childhood 
education, and others participate in center-based programs. About 75 
percent of children receive periodic developmental screenings, and 78 
percent of families receive various forms of health care screening. 
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• Between 80 percent and 95 percent of participants have either achieved 
the goals they identified at entry or have made significant progress 
toward achieving them* 

• Compared to a randomly selected control group: 

— CCDP mothers are more likely to be enrolled in academic classes or 
job training; 

— CCDP families make more use of community resources, such as early 
childhood programs, health services, and public assistance; 

— CCDP mothers interact more positively with their children, have 
higher expectations for them, and exhibit fewer attitudes associated 
with child abuse and neglect; 

— CCDP children score higher on a standard developmental scale, 
exhibit more prosocial behavior (e.g., are more cooperative and follow 
rules), and suffer fewer injuries requiring hospitalization. 

• Nonresearch costs of the program average $8,243 per family per year 
($2,137 per family member per year), with a range across sites from 
$4,592 to $13,413. 

A final report will be delivered to Congress in 1996, after families have been 
in the program the full 5 years. 



THE PROGRAM: SUPPORTING CHILDREN AND FAMILIES 
TO BREAK THE CYCLE OF POVERTY 

This section details the history and purpose of CCDP, including need, 
legislation, projects, goals, eligibility and program requirements, and what 
makes CCDP different from other programs. 

Need 

CCDP was conceived against a backdrop of pressing problems faced by 
low-income families and their children — inadequate housing, health care 
and nutrition, family breakup, teenage pregnancy, lack of positive role 
models and growth experiences for children, and poor educational 
attainment and employment prospects — that often lead to crime or welfare 
dependency. 

Aside from a few exemplary demonstration projects, existing programs for 
low-income families fail to attack these problems on a broad front. 
Typically, services are provided through categorical programs addressing a 
single need. Thus from the family's point of view, services often are 
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fragmented, confusing, and often inaccessible. Also, existing services 
visually fail to reach enough low-income families early enough in their 
children's lives or for long enough to make a difference. 

Legislation 

Congress established CCDP specifically to address these concerns. The 
program was authorized by the 1988 Comprehensive Child Development 
Centers Act, Sections 2501-2504 of Public Law 100-297 ("the act"). Under 
the act, the Department of Health and Human Services (DHHS) funded 24 
projects for a 5-year period, beginning in Fiscal Years (FYs) 1989 and 1990, 
at a total annual cost of $25 million. Management at the Federal level is 
the responsibility of DHHS' Head Start Bureau, Administration on 
Children, Youth and Families (ACYF). 

Subsequently, under Title VIII of the Augustus F. Hawkins Human Services 
Reauthorization Act of 1990, the CCDP authorization was extended through 
1994 and increased to $50 million per year, beginning in FY 1991. The FY 
1994 appropriation for CCDP was $46.8 million. Also, an additional 10 
centers were funded, beginning in 1992 and 1993. 

Projects 

The 24 original CCDP projects are located in all 10 DHHS regions and serve 
both urban and rural communities. They are administered by a wide range 
of grantee organizations, including hospitals, health agencies, universities, 
community action agencies, and county governments (see Exhibit 1 
following the next page). 

Goals 

The goals of CCDP, as articulated in the act and the earlier Report of the 
Senate Committee on Labor and Human Resources (Senate Report 100-141), 
are as follows: 

• To prevent educational failure by addressing the medical, psychological, 
institutional, and social needs of infants, young children, and their 
parents; 

• To reduce the likelihood that young children will be caught in a cycle of 
poverty. 

• To prevent welfare dependency and promote self-sufficiency and 
educational achievement. 

To achieve these goals, the act funds "projects designed to encourage 
intensive, comprehensive, integrated and continuous support services which 
will enhance the physical, social, emotional and intellectual development of 



44? 



CCDP — A National Family Support Demonstration: Interim Report to Congress 



low-income children from birth to compulsory school age, including 
providing necessary support to their parents and other family members." 

Eligibility and Program Requirements 

To be eligible for CCDP, families must meet the following criteria: 

• Have an income below the poverty line; 

• Have an unborn child or a child under the age of 1; and 

• Agree to participate for 5 years; 

While programs may vary widely in emphasis and approach, all must: 

• Intervene as early as possible in the child's life; 

• Involve the whole family, including all preschool children in the family; 

• Provide comprehensive services to address a wide range of needs; 

• Provide continuous services from birth to compulsory school age; and 

• Use services available locally and avoid duplication. 

DHHS developed a list of core services that grantees must make available 
either through brokerage or, where necessary, directly. The modes of 
providing them are left up to individual projects. 

For infants and young children, grantees must provide the following: 

Infant and child health services (including screening and referral); 

Child care that meets State licensing requirements; 

Early childhood development/education programs; 

Early intervention for children with or at risk for developmental delays; 
and 

Nutritional services. 
For parents and other family members, grantees must provide the following: 
Prenatal care; 

Education in infant and child development, health, nutrition, and 
parenting; 

Mental health care; 

Substance abuse treatment; 

Vocational training; 
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Exhibit 1 




CCDP Grantees— 1989-1 990 




PROJECT NAME 


CITY AND STATE 






Project AFRIC 

Dimock Community Health Center 


Roxburv. Massachusetts 






Tennessee CARES 

Bureau of Educational Research and Services 


Nashville. Tennessee 






Windham County Family Support Program 
Brattleboro Town School District 


Brattleboro Vermont 






Project Focus 

Grand Rapids Child Guidance Clinic 


Grand Ranirta Michinan 






Project CHANCE 
Project Teen Aid 


Rrnnklvn Maw York 






West CAP Full Circle Project 

Western Wisconsin Communitv Action Aaencv 








Parent-Child Resource Center 

Edward C. Mazique Parent-Child Center 


Washington, DC 






Project Family 

Arkansas Children's Hospital 


College Station, Arkansas 






Family Start 

Friends of the Family, Inc. 


Baltimore, Maryland 






Families Partnership CCDP 
City of Albuquerque 


Albuquerque, New Mexico 






Family Foundations 
Community Human Services 
University of Pittsburgh 


Pittsburgh, Pennsylvania 






Primero Los Nifios 
La Cllnica de Familia 


Las Cruces, New Mexico 






Toddlers, Infants, Preschoolers, and Parents (T.I.P.P.) 
Dade County Community Action Agency 


Miami, Florida 






Avance CCDP 
Avance, Inc. 


San Antonio, Texas 






Operation Family 

Community Action Council of Lexington-Fayette, Bourbon, 
and Nicholas Counties 


Lexington, KY 






ShareCare Program 

Day Care Association of Fort Worth and Tarrant County 


£ort Worth, Texas 
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PROJECT NAME 



CITY AND STATE 



Comprehensive Child Development Program Partnership 
Project 

Mid-Iowa Community Action 

Community-Family Center for Persons with Disabilities 
Utah State University 

Project Eagle 

University of Kansas Medical Center 
Conocimiento 

Southwest Human Development, Inc. 
Family Futures 

Clayton Foundation and Mile High ChE;d Care 
ENRICH 

Venice Family Clinic 

Little Hoop CCDP 

Little Hoop Community College 

Families First 

Children's Home Society of Washington 



Marshalltown, IA 



Logan, Utah 



Kansas City, Kansas 



Phoenix, Arizona 



Denver, Colorado 



Venice, California 



Fort Totten, North Dakota 



Auburn, Washington 
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• Adult education; 

• Employment referrals; and 

• Assistance in securing adequate income support, health care, nutrition, 
and housing. 

Grantees are also required to establish advisory boards comprised of 
community service providers, business people, and CCDP family members 
and to ensure that adequate transportation exists for families to access 
needed services. 

What Makes CCDP Different? 

Many other programs offer services to children and/or families like the ones 
provided through CCDP. However, several program features and 
underlying principles together set CCDP apart from most existing programs. 

First, parents rather than program staff set goals for their fami lies and 
control the services they receive. All projects use a case management 
approach, assigning a particular staff member (or in some cases a team) to 
work with each family, help the family develop a viable plan for reaching its 
goals, and then help put the plan into action by linking the family to service 
providers inside and outside CCDP. The intent of this approach is 
threefold: (1) to individualize the configuration of services to fit each 
family's unique needs; (2) to build on each family's strengths, not merely 
remedy its weaknesses; and (3) to empower parents to take charge of their 
own futures and the futures of their children. 

Second, CCDP focuses equally on the child and the family. The program 
serves children both directly (e.g., via early childhood education and health 
care screenings) and indirectly, through their parents (e.g., by improving 
parenting skills), as well as serves parents themselves (e.g., via adult 
education and various forms of counseling and rehabilitation). The 
underlying premise is that the family is the most critical part of the young 
child's environment. Therefore, strengthening families provides an essential 
context for effective early intervention. Helping families is helping children. 

Finally, CCDP involves the whole community in serving children and 
families. Projects act as catalysts, bringing together different programs and 
agencies that deliver specific services. The purpose is not only to serve 
CCDP children and families better, but to help improve and integrate 
services to all low-income families in the community by creating awareness 
of their multiple needs and building linkages among service providers. 

Other programs have incorporated these features in varying degrees, and 
CCDP has drawn on their examples and experiences. Among them are 
Head Start's Parent-Child Centers and Child and Family Resources 
Program and the privately funded, community-initiated Center for 
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Successful Child Development, also known as the Beethoven Project. 
Today, CCDP is the only federally funded program to implement the above 
features and principles on a national scale. 

THE EVALUATIONS: LEARNING FROM THE CCDP EXPERIENCE 

The act requires a continuing evaluation of CCDP projects "to determine 
their effectiveness in achieving stated goals, their impact on related 
programs, and their structure and mechanisms for delivery of services." To 
meet this legislative mandate, ACYF awarded two contracts — one to 
establish and maintain a management information system (MIS) and 
conduct a feasibility analysis and process evaluation; the other to assess the 
program's impact on children and families. The process evaluation is being 
conducted by CSR, Incorporated, which also provides assistance to ACYF in 
ad mini stering the projects and technical assistance to grantees. The impact 
evaluation is being conducted by Abt Associates Inc. 

The evaluations are now in progress. This interim report is based on data 
collected when families had been in the program for 2 years or less. A final 
report to Congress will be delivered in 1996, after the end of the grant 
period. 

Sites and Samples 

Both evaluations focus on 21 of the initial 24 projects. Two were excluded 
because of difficulties in meeting the requirements of thp research design 
and one because sufficient resources were not available ibr evaluation 
purposes. 

To ensure the strongest possible research design, eligible families at each 
project site were randomly assigned at the time of enrollment to one of 
three groups: (1) a CCDP program group, (2) a control group, or (3) a 
replacement group. Across all sites there were about 2,200 families in each 
group. The initially assigned program and control groups essentially make 
up the sample for the impact study. The replacement group was used 
primarily to fill program slots vacated by families who dropped out or were 
terminated. This group played virtually no role in the impact study. In 
contrast, the process evaluation did not involve the control group, but it did 
include a large number of families from the replacement group who later 
joined the program. 

Feasibility Analysis and Process Evaluation 

Discussed below are the research questions and data sources used for the 
feasibility analysis and process evaluation. 
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Research Questions 

The process evaluation asks the following: whether CCDP is serving the 
population for which it was designed, whether the program has been 
implemented as intended by Congress, whether the program has succeeded 
in enlisting and coordinating the services of existing community agencies, 
what the cost of the program is, what services families receive, how well 
these services match the families' needs and goals, and how much progress 
families are making in meeting their goals. 

Data Sources 

The process evaluation draws heavily on data from CCDFs MIS concerning 
families, programs, staff, collaborative arrangements, and service delivery. 
Additional data sources include qualitative reports by trained 
ethnographers; site visits by CSR staff and the Federal Project Officer; cost 
data from each program's third-year operating budget; quarterly reports 
submitted by the projects, which summarize progress made and areas 
needing improvement; and surveys of project directors and community 
leaders who serve on advisory boards. 

Impact Evaluation 

Discussed below are the research questions and data sources used for the 
impact evaluation. 

Research Questions 

To measure the effects of CCDP, the impact study compares program 
participants to the control group, whose members, because of random 
assignment, were similar to the CCDP group when the program began. The 
study asks whether, after a period of participation, CCDP parents differ 
from control parents in childrearing attitudes and skills, economic 
self-sufficiency, life management skills, and psychological and physical 
health. It also asks whether CCDP children and control children differ with 
respect to cognitive or language development, social-emotional development, 
or physical health and growth. 

Data Sources 

Effects on parents and families are assessed by direct observation of 
mother-child interaction, parental self-ratings, and an extensive parent 
interview that incorporates many survey items drawn from previous 
national studies. Effects on children are assessed via standardized 
developmental scales, which are administered by trained field staff, and also 
via parent ratings and interview responses (see Exhibit 2 following the next 
page for a list of topics covered and instruments used in the impact study). 
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INTERIM FINDINGS OF THE FEASIBILITY ANALYSIS AND PROCESS 
EVALUATION % 

The following are interim findings from the feasibility analysis and process 
evaluation: 



• 



CCDP is serving the families it was intended to serve. — The act mandates 
that CCDP address the needs and goals of multirisk, low-income families 
throughout the United States. The program clearly is meeting this 
mandate. 

From its inception in October 1989 through March 1993, the program 
served a total of 3,300 families with 14,486 individual members. (This 
number includes all families from the initial program group, some of 
whom later dropped out, and families from the replacement group who 
filled the vacancies.) All 3,300 met income eligibility and other 
guidelines set out in the act. Average family income at enrollment was 
$5,800 per year. A majority of the families had received some form of 
social or welfare service previously. Upon entering the program, a 
majority were in need of better housing, child care, health care, 
transportation, or other basic necessities. 

About 85 percent of the families live in urban areas, including some of 
the poorest inner-city sections in country. The remainder live in rural 
areas with a host of social and economic problems. 

The ethnic composition of the group is 45-percent African-American, 
27-percent Hispanic, 25-percent Caucasian, 2-percent Native American, 
and 1-percent Asian-American. English is the primary language for 84 
percent of the families, Spanish for 14 percent, and a variety of Native 
American and Asian languages for the remainder. 

In 74 percent of the families, the primary caregiver (almost always the 
mother) is single, separated, divorced, or widowed. Primary caregivers 
average less than 11 years of schooling, and 37 percent have no high 
school diploma or other degree or certificate. 

CCDP was implemented successfully but not easily.— By 1992 all but one 
of the original CCDP projects were well established in their diverse 
communities and were delivering services on a regular basis. On 
average, it took projects 1 year or more to achieve this degree of 
stabilization. 

Grantees faced many challenging tasks in launching local CCDP 
projects: hiring staff; finding facilities; establishing working 
relationships with community agencies; recruiting eligible families for 
the program, control, and replacement groups; assessing families' goals; 
developing individualized plans; and beginning service delivery. Most 



Exhibit 2 

Impact Evaluation Outcomes and Measures 



CHILD OUTCOMES 


MEASURES -.. 


Cognitive Development 


Bayley Scales of Infant Development, 
txautman Abu 


Language Development 


PpflHnHv/ Pipfi iro V/nnohi ilorw Tot»t 
roauuuy i lUlUlo VUv/ctOUlajy 1 BSI 


Ads,jtive Behavior 


Scott-Hogan Adaptive Behavior Scale (parent 
rating) 


Behavior Problems 


Achenbach Child Behavior Checklist (parent 
rating) 


Physical Health and Growth 


Parent Interview 


PARENT/FAMILY OUTCOMES 


:. . _ MCMOU n CO 




Parenting . ' '■; 


Mother-child interaction 


Nursing Child Assessment Teaching Scale 
(direct observation) 


Attitudes linked to abusive behavior 


Bavolek Adolescent-Adult Parenting Inventory 
(self-rating) 


Parent-child relationship 


Parent Interview 


Expectations for child 


Parent Interview 


Mother's Mental and Physical Health ^ 


Physical health 


Parent Interview 


Depression 


CES-D (self-rating) 


Locus of control 


Pearlin-Schooler Mastery Scale (self-rating) 


Positive outlook 


Rand Subscales (self-rating) 


Problemsolving 


Carver-Schrier COPE Subscales (self-rating) 


Family Environment 


Environmental stress/family problems 


NCAST Difficult Life Circumstances 


Quality of home environment 


HOME Scale 


Stability of household and child's life 


Parent Interview 
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projects attacked these tasks with high energy and high expectations of 
producing rapid change in families. 

But as staff— mostly paraprofessionals at first— encountered the 
overwhelming problems of some families and the daunting demands of 
the job, problems quickly surfaced Projects found themselves devoting 
too much staff time to a small group of families suffering multiple crises 
and too little to child development services and support for other 
families. A number of families, some of whom had been recruited 
hastily and were not really committed to CCDP, left the program; others 
were terminated by staff for nonparticipation or inappropriate 
behavior. 1 Also, staff turnover was high, making it difficult to establish 
the close relationships between families and case managers that is so 
critical to the success of CCDP, 

Gradually, projects learned to balance the acute needs of the most 
vulnerable families with the broader mission of CCDP. Expectations 
were scaled down to more realistic dimensions, but services were scaled 
up as projects broadened their linkages with community agencies. Many 
projects brought in more professionally trained staff or consultants, 
particularly to strengthen the early childhood and parent education 
components of the program. Currently staff turnover appears to have 
stabilized. There is also some indication of a decline in the rate of 
families leaving the program. 

Many projects also encountered gaps in services available locally, the 
most widespread being a lack of affordable, quality child care. Projects 
have addressed this problem with considerable success in a variety of 
ways: enlisting local parents to provide short-term care in their homes, 
helping CCDP mothers enter training to become licensed family day care 
providers, negotiating arrangements for school-based day care, 
purchasing blocks of slots in local child care facilities at discount rates, 
and operating their own child care centers. 

This diversity of approaches is the rule, not the exception, for CCDP. ' 
Health care provides another example. Each project has developed its 
own model for helping families gain access to prenatal, well-baby, and 
acute care. Some projects rely on referral arrangements with local 
clinics or medical centers, some provide routine care onsite, many have 
links to private providers, and most rural projects provide health care 
during home visits to avoid long-distance transportation. 

CCDP projects were diverse from the start, and they have become even 
more so as they have adapted to their community environments and the 



*ERJC 



A Somo termination* occurred because families achieved their goals and/or no longer needed the program. 
For further discussion of positive terminations, see "Conclusions and Future Directions" at the end of this 
executive summary. 
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needs of the people they serve. It is essential to keep this heterogeneity 
in mind when reviewing later data on service delivery and program 
effects* 

• CCDP coordinated the efforts of thousands of service age ncies nationwide 
and strengthened community services to low-income families.— Ab the 
■above child and health care examples suggest, CCDP succeeded in 
meeting its congressional mandate to avoid duplication of services and 
enlist existing agencies and providers wherever possible. CCDP projects 
across the country established more than 3,000 interagency agreements 
for provision of services to participating families. Of these, 
approximately three-fourths were long-term agreements with other 
community agencies, while one-fourth were shorter term agreements 
with individual service providers. 

In some communities, service networks already existed, and CCDP was 
able to integrate with and augment them. In other communities, 
services were fragmented, with poor communication and turf battles 
among various public and private agencies, and CCDP occasionally 
encountered initial skepticism from agency personnel. However, 
according to observations by onsite ethnographers and comments from 
advisory board members, even in these cases the project generally won 
acceptance over time. 

Overall, onsite observations suggest that CCDP succeeded (1) in raising 
awareness among service providers of the multiple, interrelated needs of 
the families they serve; (2) in promoting inte: ^ency cooperation; and 
(3) in increasing available services, thereby ai^cting not only CCDP 
families but other low-income families in the community as well. That 
such diffusion effects exist represents f mqjor benefit of the program, 
although one that is extremely difficult to measure. 

• CCDP delivers a wide range of services to a high percentage of 
families. 2 — Overall, CCDP projects are meeting their congressional 
mandate to deliver core services to families and children. Virtually all 
families listed by projects as currently active (99 percent) receive weekly 
or biweekly case management services 3 . In essence, receipt of case 



Endings are based on MIS data collected during the first half of FY 1993 (October 1, 1992, to March 31, 
1993), when programs were in their fourth year of operation— well past startup and almost all in a 
stabilized phase of operation. Percentages in the text are based on a total of 2,103 families enrolled during 
that period. 

*F large difference between this percentage and the 68-percent figure in the impact study may be 
explained by several factors. The process study sample included only currently active families, virtually all 
of whom were receiving case management services, while the impact study sample included many families 
who had left the program. Also, process study data were contemporaneous records made by staff, whereas 
impact study data were parent reports based on recall over a 1-year period. Parents may have failed to 
recall some meetings with their case managers or may not have defined some contacts as "meetings." 
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management services defines active participation in the program. 
Among these active families, percentages receiving other services 
through the program vary widely. In part, this variation reflects the fact 
that families receive some services outside the program and do not 
include these services among the goals they hope to achieve tlirough 
CCDP. Percentages of active families receiving services tlirough the 
program are summarized in Exhibit 3 following the next page. 

• A high percentage of CCDP participants make progress toward their 
personal goals.— On entering the program, all participants, with the help 
of their case managers, identify specific goals they hope to achieve. 
These goals cover a wide spectrum, including improving their parenting 
skills, boosting their income, finding better housing, and securing better 
access to health care. 

From CCDFs inception through March 31, 1993, each of the 3,300 
participating families received or utilized at least one service addressing 
each category of need it identified (except for two minor categories — 
clothing and home management skills). 

When asked whether they had achieved or made progress toward 
achieving personal goals, 80 to 95 percent of the participants said they 
had. For example, 94 percent said they had improved their parenting 
skills, 93 percent said they were making fuller use of community 
resources, and 86 percent said they had increased or were making 
progress toward increasing their incomes. 

• Parents generally are satisfied with CCDP, although they cite some 
aspects needing improvement — Parent satisfaction was assessed 
qualitatively by onsite ethnographers and generally found to be high. 
Parents at different sites tended to single out different aspects for 
praise, reflecting different program emphases from site to site. 
Complaints tended to focus on two shortcomings of the program: 

(1) inconvenient scheduling of child care, parenting classes, and other 
program activities and (2) inconsistent communication among staff ard 
between staff and parents, often due to staff turnover. 

• CCDP costs about $8,000 per family per year, with wide site 
variations.— Nonresearch costs of the program average $8 ,243 per family 
per year across all sites, or $2,137 per individual family member. Costs 
range widely from site to site, from a low of $4,592 per family per year 
to a high of $13,413. 
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PRELIMINARY FINDINGS OF THE SMPACT EVALUATION 

Preliminary impact findings are based on data collected from parents and 
children within 1 month before or after each child's second birthday. The 
data collection period extended from late November 1991 through early 
1993. 

All effects of CCDP reported below reflect statistically significant differences 
between the randomly selected program and control groups. 4 Effects are 
reported for CCDP as a whole, weighting all sites equally. 

As a context for understanding the substantive — as opposed to 

statistical — significance of the effects reported below, it is important to keep 

several points in mind: 

• Because the impact evaluation sample was drawn from all families in 
the Liitial program and control groups, it includes families whose contact 
with CCDP varied widely — from families that terminated early, in some 
cases with little or no participation, to families that had been active for 

2 full years* Complete adjustments have not y^t been made for these 
variations. Therefore, the impact findings presented are conservative. 

• CCDP originally was conceived as a 5-year program, and at most sites 
the first year was a startup period. Thus, the findings reported here 
reflect very early effects of program participation. 

• Given the heterogeneity of CCDP projects, we may expect different 
effects at different sites, depending on the emphases and resources of 
particular projects. Combining sites gives an overall picture of CCDP's 
effectiveness but may do so at the cost of smoothing out these peaks and 
valleys. 

The differences between the program and control groups, although generally 
variable, are particularly encouraging in light of the aforementioned 
considerations — all of which suggest that the findings may understate the 
full effects of CCDP at this particular point in the analyses. Differences 
between the two groups are as follows: 



'Initially there were 2,200 families in both the program and control groups. Data were collected from 
61 percent of the focus children (1,286 program and 1,413 control children) and 64 percent of the parents 
(1,298 program and 1,629 control parents). About 16 percent of the children (705 in the 2 groups) had to be 
excluded because of an 8-month delay in approval of the data collection instruments, during which time the 
children became too old for testing with the approved instruments. Other families could not be located or 
refused to participate. Statistical procedures used in comparing program and control groups included an 
adjustment for background differences between the two groups not controlled by random assignment or 
differences introduced by selective attrition from the two groups (e.g., differences in ethnic distribution; 
education; family configuration; risk factors such as alcohol, tobacco, or drug use during pregnancy; and 
prematurity). 
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Percentages of Families Receiving CCDP Services 

The percentages of families receiving services through CCDP are as follows: 

• 80 percent of the families receive parent education in their homes once every 2 weeks (others 
receive parent education in classroom settings and some in both the home and a classroom); 

• 75 percent of the children under age 5, including both focus children and siblings, receive 
screenings or assessments on an average of once every 3 months; 

• Children in 77 percent of the families, including focus children and young siblings, receive in-home 
early childhood education (ECE) (once every Vh weeks); 

• 61 percent of the focus children and siblings under age 5 receive center-based ECE on an average 
of 2 days per week (many children receive both in-home and center-based ECE); 

• 78 percent of the families receive health screening services averaging once per month; 

• 70 percent of the mothers who become pregnant after entering the program receive 
CCDP-brokered prenatal care, averaging a little less than once per month; 

• 71 percent of the parents receive some form of adult education (e.g., GED [graduate equivalency 
diploma] programs, English as a Second Language programs, vocational training, or career 
counseling); 

• 57 percent of the families receive material or financial assistance (e.g., clothing, household items, 
emergency funds, child care subsidies, small business assistance, and low-interest loans); 

• 33 percent of the families receive counseling or rehabilitation services relating to alcohol or drug 
abuse, family planning, marriage, mental health, nutrition, therapy (occupational, physical, or 
speech), stress reduction, and other topics; 

• 43 percent receive housing assistance, including temporary housing and help in securing low-rent 
public housing, securing housing subsidies or mortgages, or with home improvements or utilities; 

• 57 percent receive assistance related to nutritional needs (e.g., help in securing benefits under 
Federal programs, such as the Special Supplemental Food Program for Women, Infants, and 
Children [WIC] and food stamps); 

• 23 percent receive help in securing medical benefits under medicare, medicaid, and State 
programs; and 

• 28 percent receive help in securing income maintenance benefits under prcgrams such as Aid to 
Families With Dependent Children (AFDC) and Supplemental Security Income. 

• Many programs provide services (e.g., legal assistance, programs for teen parents, and social and 
recreational programs) outside the core group mandated by Congress. 
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CCDP mothers have improved their parenting skills and attitudes: 

— More CCDP mothers participate in parenting classes than control 
mothers; 

— CCDP mothers and resident fathers in CCDP families spend more 
time with their children than those in the control group, and more 
CCDP families than control families have a father or father figure in 
the home; 

— CCDP mothers have higher expectations about how far their children 
will go in school and how well they will do; 

— Fewer CCDP mothers than control mothers express attitudes and 
beliefs that in past research have been linked to child abuse and 
neglect; and 

— When observed in direct interaction with their children, CCDP 
mothers are more sensitive than control mothers to cues given by the 
children, respond more appropriately to signals of distress, and act in 
ways that tend to foster social-emotional growth, 

CCDP mothers are more aware and responsible about prenatal health. 
The small group of CCDP mothers who became pregnant while in the 
program did the following: 

— Used alcohol less during pregnancy; 

— Had slightly heavier babies; and 

— Were somewhat less likely to require special care than their 
counterparts in the control group, 

CCDP parents are making progress toward economic and social 
self-sufficiency: 

— More CCDP mothers than control mothers are enrolled in academic 
classes and vocational or job training classes or are working toward a 
trade certificate, a GED, or a bachelor's degree; and 

— More working CCDP mothers than working control group mothers 
are satisfied with the amount of work they are doing, their pay, and 
their chances of moving up. 
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CCDP children show improvements in cognitive and social-emotional 
development and physical well-being: 

— CCDP children score slightly higher than control children on the 
Bayley Scales of Infant Development; 6 and 

— ' CCDP children are reported by parents to exhibit more prosocial 
behavior (e.g., are more cooperative and follow rules better). 

CCDP families make more use of community resources than control 
families (CCDP and control families are assumed to be equally in need 
of services, since families were randomly assigned to the two groups; 
therefore, different rates of utilization may be interpreted as positive 
program effects, reflecting CCDFs success at brokering services for 
participants during the early enrollment years): 

— Substantially more CCDP mothers have met with social workers in 
the past year, including their CCDP case managers, than control 
mothers; 

— Slightly more CCDP children have seen a doctor for preventive 
health care than control children, and more CCDP children have 
completed immunization schedules than control children; 

— Substantially more CCDP children participate in early childhood 
programs than control children; and 

— More CCDP mothers use mental health services than control 
mothers. 



CONCLUSIONS AND FUTURE DIRECTIONS 

The most basic lesson to emerge from the evaluations so far is that the 
CCDP concept — individualized, family-focused, early intervention using 
existing community resources— is viable. Successfiil implementation of the 
program in a wide variety of 'urban and rural settings demonstrates that 
resources are there and can be marshaled on behalf of eligible families and 
children who were not served previously. 

A more sobering lesson is that implementation is not easy. Projects have 
had to deal with a variety of local constraints and realities, especially the 
widespread lack of affordable quality child care, which is a prerequisite for 
parents* participation in program activities, adult education, and the 



*A statistically significant difference at this very early stage in the measurement of children was not 
expected. The fact that this funding is statistically significant provides promise of potential long-term 
evidence of CCDP children's cognitive functioning. 




Executive Summary 



workforce. Projects also have had to learn how to cope with multiproblem, 
crisis-prone families that drain staff time and energy. 

Despite these difficulties, the program was successful overall in delivering 
congressionally mandated and other services to low-income families. The 
vast majority of families report that the program has helped them make 
progress toward their goals, and preliminary evidence indicates that there 
have been tangible, quantifiable improvements in family circumstances and 
children's development. Both process and impact findings were widespread 
and positive across many outcome areas. While some individual effects 
were small or nonexistent, the rich pattern of comprehensive results that 
appear at this early stage in the measurement of CCDP is both impressive 
and important. 

Over the next 2 years, ;'ie impact study should provide a much more 
complete picture of the program's effects on families and children. It should 
allow us to measure the effects of long-term participation both on families 
and on children up to their entry in school. To the extent possible, given 
sample sizes and other methodological considerations, the study should 
reveal how effects vary with the intensity and duration of relevant services 
and with site-to-site differences in emphasis and resources. 

Perhaps the most important policy issues to be addressed in the coming 
years are those of cost and cost-effectiveness. We need to examine closely 
the different components of program cost and the causes of the large site 
variations. To the extent possible, we need to relate these cost components 
to outcomes in order to understand how program dollars can be spent most 
effectively. 

We also need to understand how outcomes depend on length of participation 
in CCDP. We already know from ethnographers' onsite observations that at 
least one-third of terminations in the early years of the program occurred 
because families met their goals and/or no longer needed the program. If 
large numbers of families can be served in less than the 5-year period 
envisioned in the original design of CCDP, it should be possible to reduce 
the program's per-family costs significantly. We also need to explore other 
possible avenues of cost reduction, such as limiting grantees' indirect costs. 

Much has been learned, but much more remains to be learned. In this 
respect, CCDP is fulfilling one of its most important functions: that of a 
real-life laboratory for learning how to effectively serve some of the 
country's youngest and most disadvantaged citizens. 
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